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FFY2025 Continuum of Care Local Project Application

Local provider applications are due Friday, December 12, 2025, at 12:00p.m. in Neighborly.
Submission of an application does not guarantee funding.


This application form is for federal funds made available by HUD per the Federal Fiscal Year 2025 Continuum of Care (CoC) Notice of Funding Opportunity (NOFO).  For the most up to date information about FY25 CoC Competition and related materials, please go to ACDS' website.  

Coc Requirements 

Projects funded through the FY25 Competition must meet the eligibility criteria for program participants under the definition of "homeless" in 24 CFR 578.3 and include the definition of "homeless" under section 103(b) of the McKinney-Vento Homeless Assistance Act. 

All projects must agree to fully participate in Coordinated Entry, thereby accepting program referrals from the County Coordinated Entry System. 

All projects will be required to enter data into the Anne Arundel County’s Homeless Management Information System (HMIS)

All CoC grants operate on a reimbursement basis and operate for 12 months.   

All projects are required to provide a 25% cash or in-kind match and provide documentation attached to this application.  

Renewal project applications must be submitted by the grantee currently under agreement to operate the project and must have an expiration date within calendar year 2026.

All applicants will need to certify they agree to follow the following new requirements:

1. The project applicant will not engage in racial preferences or other forms of illegal discrimination. 

2. The project applicant will not operate drug injection sites or “safe consumption sites,” knowingly distribute drug paraphernalia on or off property under their control, permit the use or distribution of illicit drugs on property under their control, or conduct any of these activities under the pretext of “harm reduction.

Project Types 

RENEWAL PROJECTS

Up to a total of $985,877 can be used to fund existing PSH or Rapid Rehousing projects. 

ELIGIBLE NEW PROJECTS

New Projects Created Through Reallocation or CoC Bonus projects:

(a) Transitional Housing Projects
(b) Supportive Service Only (SSO) including street outreach, 
(c) Permanent Housing (including PSH and RRH components).  However, PH is limited to 30% of total funds.
(d) Dedicated HMIS project for the costs at 24 CFR 578.37(a)(2) that can only be carried out by the HMIS Lead, which is the recipient or subrecipient of an HMIS grant, and that is listed on the HMIS Lead form in the CoC Applicant Profile in esnaps. 
(e) Supportive services only (SSO) may be used to develop or operate a centralized or coordinated assessment system (only one per County). 

New Projects for DV Bonus.  New projects that want to be considered for the DV Bonus may only be used to create new SSO-Coordinated Entry, Rapid Re-Housing (PH-RRH), and Transitional Housing (TH) projects. 

More information on eligible CoC project types can be found in the FY2025 NOFO, which can be found on the ACDS website at: https://acdsinc.org/funding-opportunities/homeless-service-grants/continuum-of-care-grants/
If you have questions about the CoC program or this application, please reach out to Elisha Harig-Blaine at eharig-blaine@acdsinc.org or (410) 222-3236.
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	ORGANIZATION INFORMATION
A.1. Organization Name


A.2. Address


EXECUTIVE CONTACT INFORMATION
A.5. Title



A.6. First Name


A.7. Last Name


A.8. Phone Number


A.9. Email



	PROJECT INFORMATION
A.3. Federal Tax Employer Identification Number


A.4. UEI Number







GRANT CONTACT INFORMATION 
A.10. Title





A.12. First Name


A.13. Last Name


A.14. Phone Number


A.15. Email
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	B.1. Describe the basic organization and management structure of your agency. Include evidence of internal and external coordination and an adequate financial accounting system. 


B.2. Describe any organizational changes within the last year. Has your agency experienced staff changes/turnover to the leadership/management that may have impacted the program? Changes in programming, service area, or population served? 


B.3. Has your agency successfully handled at least one other federal grant or other major grant of this size and complexity? If so, please identify that grant. If not, please explain why your agency will be able to successfully manage complex reporting requirements. 


B.4. Describe your organization's experience in effectively utilizing federal funds and performing the activities proposed in the application, given funding and time limitations.


B.5. Describe your agency's experience in leveraging/braiding other Federal, State, local and private sector funds. 


B.6. Does your organization have three (3) years of experience operating a program similar to that which is requesting funding through this application? If so, please explain. 


B.7. Have you received any negative audit findings, sanctions, or concerns in the past 2 years as part of any HUD audits or financial audits?


B.8. Are there any unresolved monitoring findings for any HUD grants (including ESG) operated by the applicant or potential subrecipients (if any)? 


B.9. Does your agency have a track record of maintaining accurate and timely data? If so, please briefly summarize that track record, including your error rate and your average data timeliness. If not, how do you plan to gather accurate and timely data in the future? Please be specific. 
B. 10.  Does your agency have the fiscal capacity to operate on a reimbursement basis (e.g. cover all programming and salary costs and receive reimbursement within 45 days? Please be specific. 

B.11. If you have any comments that would help the Review and Rank Panel understand your success at grant management and compliance, you may type them here. This question is optional. If you do not wish to answer this question, please type “pass”.
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[bookmark: Header2_2]Please provide the following information.

	Please reflect on your efforts to involve those served by the program, and those hired or represented on your board of directors or organization leadership. 

C.1. Does your agency include persons with lived experience of homelessness in the agency’s decision-making process, and does the agency provide professional development and employment opportunities to people experiencing homelessness? As appropriate, please show:

a. Outreach efforts (e.g., social media announcements, targeted outreach) to engage those with lived experience of homelessness in leadership roles and decision-making processes.
b. Individuals with lived experience of homelessness are routinely included in decision-making processes related to addressing homelessness (e.g. minutes from committee meetings or workgroups show people with lived experience are involved in decision-making)
c. Professional development (e.g. internships, continuing education, skill-based training) and employment opportunities are provided to individuals with lived experience of homelessness
d. Feedback is routinely gathered from people experiencing homelessness and people who have received assistance through the agency program on their experience. Discuss steps the agency takes to address challenges raised by people with lived experience of homelessness.

C.2. During the FY25 NOFO Competition Year, we may request documentation or Letters of Support from People with Lived Experience. While this question is not required at the local level, points may be awarded to agencies that have made efforts to better include folks with lived experience. 

Below, there is a link to a template letter that has been drafted for people with lived experience to sign, as appropriate - this language can be altered as needed. Individual letters must demonstrate support of the priorities for serving individuals and families experiencing homelessness with severe service needs in the CoC’s geographic area. Persons with lived experience may sign letters using pseudonyms to protect their privacy. 

[bookmark: FileUploadBlock]Lived Experience Letter of Support
o   Lived Experience Support Letter. 
**No files uploaded
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[bookmark: Header2_3]Please provide the following information.

	D.1. Does your agency partner or collaborate with any other organizations in the County? Please describe the purpose of these relationships, the type (e.g. MOU, ongoing contract, unofficial, etc.), and their impact on your programs.


D.2. Please describe your agency’s attendance, participation, and leadership at CoC events, meetings, committees, forums, and projects, with a focus on activities that took place since last year’s NOFO. Please include enough information to give a sense of how many person-hours of work or volunteer effort your agency has invested in the CoC. If you have not participated in the CoC because you are new to working on homeless housing and services in Arundel County, then please provide information about comparable similar work and collaboration, including objective examples. 



D.3 If you have any comments that would help the Review and Rank Panel understand your success at participating in the CoC community, you may type them here. This question is optional. If you do not wish to answer this question, please type “pass”. 
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	E.1. Project Name

2. Total Funding Request
$0.00

E.3. Project Type

RENEWAL PROJECT
     o  Permanent Supportive Housing
 o         Rapid Rehousing 

NEW PROJECT (Including DV Bonus)

o       Transitional Housing
o        Supportive Service (stand-alone)
o       SSO – Street Outreach
o        SSO – Coordinated Entry
o       Permanent Supportive Housing
 o Rapid Rehousing
o         HMIS

Each project type has additional project questions; please answer these on the next page.

E.4. Please provide a brief summary of your project. This summary is for identification purposes only and will not be scored. The summary will help panelists confirm that they have accurately identified your program. You might briefly describe your program’s age, location, size, the populations your project serves, and any distinguishing characteristics of your program. 

Example: The project intends to provide transitional housing to 30 individuals and families who are experiencing homelessness.

E.5. Provide a description of the entire scope of the proposed project in detail including the type of program, the number of clients, and the target population. Describe the services you will provide, and how a client will move through the program. 


E.6. Describe the evidence-based practices and best practices that you use in service provision. Describe the anticipated frequency of supportive services and how you will engage clients who are difficult to serve. 

E.7. How will the services you offer be trauma-informed and victim-centered? 


E.8.  Does your project offer on-site substance abuse services or treatment?  


E.9. Have you established a referral network to refer clients to inpatient or outpatient treatment opportunities, as applicable, or to other treatment services?  

E.10.  Are clients required to take part in such services as a condition of continued participation in the program?  Please provide contracts or occupancy agreements which outline programming requirements which indicate such requirements.

E.11. Does you project accept clients through the County’s Coordinated Entry?  How so? 


E.12. Please identify the project’s specific population focus (Select ALL that apply) 

o   Chronic Homeless
o   Veterans
o   Youth (under 25)
o   Families
o   Domestic Violence
o   Substance Abuse
o   Mental Illness
o   HIV/AIDS
o   Other

E.13. Is your agency applying for  a project that utilizes healthcare resources to help individuals and families experiencing homelessness. Sources of health care resources include: 
· Direct contributions from a public or private health insurance provider to the project (e.g., Medicaid), and 
· Provision of health care services by a private or public organization (e.g., Ryan White funded organization) tailored to the program participants of the project.
· Eligibility for the project must comply with HUD program requirements and fair housing


LEVERAGING HEALTHCARE RESOURCES BONUS POINTS 
This bonus question is only for agencies applying for at least one permanent supportive housing or rapid re-housing project that utilizes healthcare resources to help individuals and families experiencing homelessness. 

[bookmark: FileUploadBlock_0]E.14. Please attach one of these acceptable forms of commitment or formal written agreements which includes: 
· Value of the commitment, and
· Dates the healthcare resources will be provided. 

o   Acceptable Forms of Commitment or Formal Written Agreements
**No files uploaded


CERTIFICATIONS
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[bookmark: Header2_5]Please select your Project Type from the choices below and provide the requested information. 

(i.e. Transitional Housing; Supportive Services – Stand Alone; Supportive Services – Street Outreach; Permanent Supportive Housing; Rapid Rehousing; Support Services – Coordinated Entry; Support Services – Homeless Management Information System)

NOTE: You may select one or more Project Types. If you have questions about what Project Type you should select, please contact Elisha Harig-Blaine at eharig-blaine@acdsinc.org. 

	
F.I. TRANSITIONAL HOUSING 
Please answer the following questions if you are applying for a new Transitional Housing project. 

1.a. Explain how your project will provide and/or partner with other organizations to provide eligible supportive services that are necessary to assist program participants to obtain and maintain housing?


1.b. What is your prior experience operating transitional housing or other projects that have successfully helped homeless individuals and families exit homelessness within 24 months?


1.c. If you operated or currently operates transitional housing or another homelessness project, what is your plan to ensure, that at least 50 percent of participants exit to permanent housing within 24 months and at least 50 percent of participants exit with employment income as reflected in HMIS or another data system used by the applicant?


1.d. Will you supplement your program with resources from other public or private sources, that may include mainstream health, social, and employment programs such as Medicare, Medicaid, SSI, and SNAP?  If so what are these?  May be used as match or leveraging? 


1.e. Can you demonstrate that the proposed project will require program participants to take part in supportive services (e.g. case management, employment training, substance use treatment, etc) in line with 24 CFR 578.75(h) by attaching a supportive service agreement (contract, occupancy agreement, lease, or equivalent)?


1.f. Will your proposed project provide 40 hours per week of services?  If so, can you demonstrate how the proposed project will provide 40 hours per week of customized services for each participant (e.g. case management, employment training, substance use treatment, etc.)?   Note: the 40 hours per week may be reduced proportionately for participants who are employed.  The 40 hours per week does not apply to participants over age 62 or who have a physical disability/impairment or a developmental disability (24 CFR 582.5) not including substance use disorder. Please explain.

1.g. Is your program cost effective? Please explain.  

F.2.  Supportive Service – Stand Alone 
Please answer the following questions if you are applying for a new Supportive Service – Stand Alone project. 

2. a. How is this Supportive Services project necessary to assist people in exiting homelessness and increasing self-sufficiency and what steps will you do to conduct an annual assessment of the service needs of the program participants?  Please explain?


2.b. What is your strategy for providing supportive services to eligible program participants including those with histories of unsheltered homelessness and those who do not traditionally engage with supportive services?  Please explain.


2.c. Will you supplement your program with resources from other public or private sources, that may include mainstream health, social, and employment programs such as Medicare, Medicaid, SSI, and SNAP?  If so what are these?  May be used as match or leveraging?   Please explain.


2.d. Are your services cost-effective?  Please explain.

_________________________________

F.3.  SSO Street Outreach 
Please answer the following questions if you are applying for a new Supportive Service – Street Outreach project. 

3.a.  Will you supplement your program with resources from other public or private sources, that may include mainstream health, social, and employment programs such as Medicare, Medicaid, SSI, and SNAP?  If so what are these?  May be used as match or leveraging?   Please explain?


3.b. Does the project has a strategy for providing supportive services to eligible program participants including those with histories of unsheltered homelessness and those who do not traditionally engage with supportive services?  Please explain.

3.c. Do you partner with first responders and law enforcement to engage people living in places not meant for human habitation to access emergency shelter, treatment programs, reunification with family, transitional housing or independent living?  Please explain.

3.d Do you cooperate, assist, and not interfere or impede with law enforcement to enforce local laws such as public camping and public drug use laws?  Please explain.

3.e. Do you have experience providing outreach services consistent with the activity description at 24 CFR 578.53(e)(13) and can you demonstrate that you are effective at helping people successfully exit from places not meant for human habitation to emergency shelter, treatment programs, transitional housing or permanent housing programs?  

3.f. Are the services provided cost-effective and consistent with 2 CFR 200.404?

4. PERMANENT SUPPORTIVE HOUSING PROJECTS
Note new rapid rehousing projects are considered permanent housing and are limited to 30% of the entire County’s award including renewals.  Please answer the following questions if you are applying for a Permanent Supportive Housing Project. 

4.a. What type of housing is proposed, including the number and configuration of units, and how will it fit the needs of the program participants?   Please explain?


4.b. What type of supportive services and assistance will be offered to program participants to ensure that the participant is able to successfully obtain and retain permanent housing and in a manner that fits their needs (e.g. transportation, safety planning, enhanced case management)?  Please explain?

 
4.c. Will the project be designed to serve elderly individuals and/or individuals with a physical disability/impairment or a developmental disability (24 CFR 582.5) not including substance use disorder?  Will the project prioritize these populations? Please describe population. 


4.d. Will the project require program participants to take part in supportive services (e.g. case management, life skills, substance use treatment)?  Please explain and attach a supportive service agreement (contract, occupancy agreement, lease, or equivalent).

4.e. Is the average cost per household served reasonable, consistent with 2 CFR 200.404, for the costs for housing and services offered?  Please explain

4.f.  Will you supplement your program with resources from other public or private sources, that may include mainstream health, social, and employment programs such as Medicare, Medicaid, SSI, and SNAP?  If so what are these?  May be used as match or leveraging?   Please explain?

5. RAPID REHOUSING PROJECTS
Note new rapid rehousing projects are considered permanent housing and are limited to 30% of the entire County’s award including renewals.  Please answer the following questions if you are applying for a Rapid Rehousing project. 

5.a. Will the provision of tenant-based rental assistance help individuals and families achieve self-sufficiency within 3 months or up to 24 months?   Is so, please explain how you will support their self-sufficiency?  Please explain?

5.b. What type of supportive services and assistance that will be offered to program participants (e.g., case management, substance use treatment, mental health treatment, and employment assistance) and how will these activities ensure that the participant is able to successfully obtain self-sufficiency and exit homelessness?   Please explain.

5.c. Please demonstrate how previously operated homelessness projects where outcomes for employment income were improved?  Please explain how you will improve employment outcomes of your projects?  

5.d. Demonstrate that the proposed project will require program participants to take part in supportive services (e.g. case management, employment training, substance use treatment) in line with 24 CFR 578.75(h) by attaching a supportive service agreement (contract, occupancy agreement, lease, or equivalent).  Attach.

5.e Is the average cost per household served reasonable, consistent with 2 CFR 200.404?  Please explain.


5.f.  Will you supplement your program with resources from other public or private sources, that may include mainstream health, social, and employment programs such as Medicare, Medicaid, SSI, and SNAP?  If so what are these?  May be used as match or leveraging?   Please explain



6.  SS0 – COORDINATED ENTRY
Please answer the following questions if you are applying for a Coordinated Entry.

 6.a. Is the Coordinated Entry system easily available and reachable for all persons within the CoC’s geographic area who are seeking homelessness assistance.  Is the system accessible to  persons with disabilities within the CoC’s geographic area.  Please explain

6.b. What is the strategy for advertising Coordinated Entry that is designed specifically to reach households experiencing homelessness with the highest needs?  Please explain?

6.c. Is there a standardized assessment process?  If so, what is the tool utilized?  

6.d. Are program participants directed to appropriate housing and services that fit their needs?


7. SSO- Homeless Management Information System
Please answer the following questions if you are applying for a Homeless Management Information System (HMIS) grant.

7.a. Can  HMIS program funds be expended in a way that furthers the CoC’s HMIS implementation and ability to use HMIS as a proactive case management tool which also promotes treatment and recovery?  Explain how individual agencies can utilize HMIS as a case management tool.

7.b. Does HMIS collects all Universal Data Elements as set forth in the HMIS Data Standards?  Please explain. 

7.c. Does HMIS have the ability to un-duplicate client records?  Please explain.

7.d. Does HMIS produce all HUD-required reports and provides data as needed for HUD reporting (e.g., APR, quarterly reports, data for CAPER/ESG?  Please Explain.
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[bookmark: Header2_6]Please provide the following information.

	G.1. Is your project primarily focused on serving survivors of domestic violence? 
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	H.1. Describe the type of housing the project will provide by answering the questions below:

o   Tenant-Based Rental Assistance
o   Fixed Location (Project Based)

H.2. Total Units


H.3. Total Beds


H.4. Total dedicated beds for chronically homeless (RENEWALS ONLY)


H.5 How many transitional units, and are they private or semi-private rooms? If you are not applying for this project type, please type "pass"


H.6. To be eligible for HUD funding, homes must meet minimum Housing Quality Standards (HQS). Who will inspect your clients’ homes? When will they perform these inspections? How will your project respond when a client’s home fails to meet minimum HQS? 


H.7. If you have any comments that would help the Review and Rank Panel understand your housing design or performance, you may type them here. This question is optional. If you do not wish to answer this question, please type “pass.” 
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[bookmark: Header2_8]Please provide the following information.

	I.1. Does your project participate in a CoC Coordinated Entry Process or if you receive referrals from shelter does the shelter receive referrals from the coordinated Entry Process? 


I.2. Do you attend weekly case conferencing and notifying the Coordinated Entry Specialist of program openings to receive referrals and fill those openings? 


I.3. Please briefly summarize your plan for communicating open beds to the Coordinated Entry System, participating in Coordinated Entry case conferences, and using referrals from the Coordinated Entry System to fill bed openings. 
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[bookmark: Header2_10]Please provide the following information.

	K.1. How do you decide which types of clients are a good fit for your program? Are there any types of clients that you will not accept? Why or why not? 


K.2. Please describe any reasons that a participant may be screened out of eligibility from the proposed program.


K.3. Do you require clients to participate in supportive services, classes, therapy, job training, or other mandatory interventions? Why or why not? (NOTE: PROGRAM PARTICIPATION IS A REQUIREMENET IN FY25 HUD COC HOUSING PROGRAMS).  


K.4. Please describe any reasons that a participant may be terminated from the proposed program.


K.5. How do you respond to situations where clients are disturbing neighbors or behind on their share of rent? 


K.6. What percent of clients in your program are projected to experience positive housing outcomes? 
0.00%

K.7. What percent of adult clients in your program are expected to maintain or increase their total income? 
0.00%

K.8. If you have any comments that would help the Review and Rank Panel understand your success at prioritizing participants with the highest needs, you may type them here. This question is optional. If you do not wish to answer this question, please type “pass”. 
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[bookmark: Header2_11]Please provide the following information.

	Explain how you will target outreach to project participants by answering the questions below.

L.1 Please provide a detailed description of the marketing and outreach? Will you also engage people who are least likely to apply in the absence of special outreach? If so, how? Please address the ways in which you will ensure outreach practices do not engage in racial preferences or other forms of illegal discrimination.


L.2 Although, all participants should be referred through the County’s Coordinated Entry procedures.  Please estimate the percentage of project participants that will be coming from each of the following locations. The total percentages must equal 100%:

% Directly from emergency shelters: 
0.00%

% Directly from the street or other locations not meant for human habitation: 
0.00%

% Persons fleeing domestic violence: 
0.00%

% Persons receiving services who are Veterans: 
0.00%
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[bookmark: Header2_12]Please provide the following information.

	Indicate the expected population that the project will serve by answering the following questions:

M.1. What is the number of households the project will serve?


a. With at least one adult and one child:


b. Without children:


c. Households with only children: 


M.2. What is the total number of persons the project will serve?


M.3. Indicate the expected household composition that the project will serve:

o   Adults over 24
With at least one adult and one child:


Without children


o   Adults ages 18-24
With at least one adult and one child:


Without children


o   Accompanied Children under age 18
With at least one adult and one child:


Households with only children


o   Unaccompanied Children under age 18
Households with only children


----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

M.4. Persons in Households with at Least One Adult and One Child

Number of Adults over age 24


# Chronically Homeless Non-veterans: 


# Severely Mentally Ill:


# Chronically Homeless Veterans:


# Victims of Domestic Violence:


# Non-Chronically Homeless Veterans:


# Physical Disability: 


# Chronic Substance Abuse:


# Developmental Disability: 


# Persons with HIV/AIDS:


# Persons not represented by listed subpopulations:


Number of Adults ages 18-24:


# Chronically Homeless Non-veterans: 


# Severely Mentally Ill:


# Chronically Homeless Veterans:


# Victims of Domestic Violence:


# Non-Chronically Homeless Veterans:


# Physical Disability: 


# Chronic Substance Abuse:


# Developmental Disability: 


# Persons with HIV/AIDS:


# Persons not represented by listed subpopulations:


Children under age 18: 


# Chronically Homeless Non-veterans: 


# Severely Mentally Ill:


# Chronically Homeless Veterans: 


# Victims of Domestic Violence:
# Non-Chronically Homeless Veterans:


# Physical Disability:


# Chronic Substance Abuse:


# Developmental Disability:


# Persons with HIV/AIDS:


# Persons not represented by listed subpopulations:

----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

M.5. Persons in Households without Children

Number of Adults over age 24: 


# Chronically Homeless Non-veterans: 


# Severely Mentally Ill:


# Chronically Homeless Veterans:


# Victims of Domestic Violence:


# Non-Chronically Homeless Veterans: 


# Physical Disability:


# Chronic Substance Abuse:


# Developmental Disability:


# Persons with HIV/AIDS:


# Persons not represented by listed subpopulations:


Number of Adults ages 18-24: 


# Chronically Homeless Non-veterans: 


# Severely Mentally Ill: 


# Chronically Homeless Veterans:


# Victims of Domestic Violence:


# Non-Chronically Homeless Veterans:


# Physical Disability:


# Chronic Substance Abuse:


# Developmental Disability:


# Persons with HIV/AIDS:


# Persons not represented by listed subpopulations:


----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

M.6. Persons in Households with Only Children

Number of Accompanied Children Under Age 18 : 


# Chronically Homeless Non-veterans: 


# Severely Mentally Ill:


# Chronically Homeless Veterans:


# Victims of Domestic Violence:


# Non-Chronically Homeless Veterans:


# Physical Disability:


# Chronic Substance Abuse: 


# Developmental Disability:


# Persons with HIV/AIDS:


# Persons not represented by listed subpopulations:


Number of Unaccompanied Children Under Age 18: 


# Chronically Homeless Non-veterans: 


# Severely Mentally Ill:


# Chronically Homeless Veterans:


# Victims of Domestic Violence:


# Non-Chronically Homeless Veterans:


# Physical Disability


# Chronic Substance Abuse:


# Developmental Disability:


# Persons with HIV/AIDS:


# Persons not represented by listed subpopulations:
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	N. Supportive Services
No data saved
		Case Id: 
	113234

	Name: 
	TEST - FY2026

	Address: 
	*No Address Assigned






[bookmark: Header1_13]N. Supportive Services

[bookmark: Header2_13]Please provide the following information.

	N.1. Please describe the supportive services you will offer. How will your project provide services that offer clients ongoing support to stay housed? Why are the services you plan to provide a good match for your target population? How will you individually assist each client to apply for and obtain mainstream benefits like health care, social activities, and employment programs? How will you encourage employment or treatment? If you are a dedicated victim services provider, please also indicate how your project will improve safety for survivors of domestic violence, dating violence, sexual assault, stalking, and/or trafficking. 


N.2. How many full-time equivalent staff are expected to work on your project? Include only the time that staff will spend on this project in particular. For example, if your agency employs 6 full-time staff, and they will each spend half of their time on this project, then please type “3.” 


N.3. How many clients do you expect to be serving on any given night? 


N.4. Will your staff be large enough to handle the expected client case load? Will you need to hire any new staff during the program year for this project?


N.5. Please describe your staff’s familiarity with innovative and/or evidence-based practices. Please include at any specific trainings that your staff have completed in this area. 


N.6. Does your staff include at least one person trained to meet the needs of the population to be served? If so, please briefly describe that training and/or education. 


N.7. Please summarize your agency’s relevant past experience in handling projects that served similar populations and/or provided similar types of services. Has your agency’s past performance demonstrated an ability to successfully carry out the work proposed? If so, how? 


N.8. Do you have a concrete plan for referring specific types of clients to specific outside services? If so, please explain (a) who will be referred, (b) which agencies will accept those referrals, (c) what types of services will be provided as a result of those referrals, and (d) why you have chosen to set up your referrals in this way. 


N.9. If you have any other comments that would help the Review and Rank Panel understand any aspect of your services design or performance, you may type them here. Service performance may include your clients’ cash income, health insurance, and mainstream benefits, you may type them here. This question is optional. If you do not wish to answer this question, please type “pass”. 
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	O. Budget & Match
No data saved
		Case Id: 
	113234

	Name: 
	TEST - FY2026
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[bookmark: Header1_14]O. Budget & Match

[bookmark: Header2_14]Please provide the following information.

	Please reference the CoC Program Eligible Activities Quick Reference Sheet here.

O.1. Please attach a complete budget to your application using the template linked below (click blue "Budget Worksheet" to the left). 

The budget should be clear, complete, and easy to read. If necessary, you may use this space to clarify any ambiguous or questionable items in your budget. If the budget you have attached does not need any clarification, then please type “pass” as your answer to this question. 


[bookmark: FileUploadBlock_1]o   Budget Worksheet *Required
**No files uploaded

O.2 CoC funds require a 25% match, cash or in-kind, of the total award. Describe how you will meet the match requirement if the project is funded. Please provide a copy of your Match documentation as part of this application, below. Note that these letters may be unsigned but will need to be signed if awarded.


o   Match Documentation
**No files uploaded






	[bookmark: _Hlk482694652_14]Printed By: Bobbie Sullivan on 11/14/2025
	1 of 1


[image: ]
	P. New Project Bonus Points
No data saved
		Case Id: 
	113234

	Name: 
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[bookmark: Header1_15]P. New Project Bonus Points

[bookmark: Header2_15]Please provide the following information.

	P.1. Are you applying for new program funding?
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	Required Documents
No data saved
		Case Id: 
	113234

	Name: 
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[bookmark: Header1_16]Required Documents

[bookmark: Header2_16]Please provide the following documentation

Documentation

o   Federal Tax-Exempt IRS Determination Letter *Required
**No files uploaded

o   Board of Directors / Trustees List *Required
**No files uploaded

o   Job Description
**No files uploaded

o   Conflict of Interest Policy *Required
**No files uploaded

o   Form-W9 *Required
**No files uploaded

o   Match documentation *Required

**No files uploaded

o   Procurement Policy
**No files uploaded

o   Certificate of Good Standing *Required
**No files uploaded

o   Last Audited Financial Statement *Required
**No files uploaded

o   By-Laws *Required
**No files uploaded

o   Articles of Incorporation *Required
**No files uploaded
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	Certifications
No data saved
		Case Id: 
	113234
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[bookmark: Header1_17]Certifications

[bookmark: Header2_17]Please provide the following information.

	Do you certify that your project will do ALL of the following: 

o   The project applicant will not engage in racial preferences or other forms of illegal discrimination; and

o  The project applicant will not operate drug injection sites or “safe consumption sites,” knowingly distribute drug paraphernalia on or off property under their control, permit the use or distribution of illicit drugs on property under their control, or conduct any of these activities under the pretext of “harm reduction; and

o   Receive all referrals for housing from Anne Arundel County’s Coordinated Entry System; and

o   Enter data for all CoC-funded beds into HMIS (if you are a victim services provider, you will instead enter all data for CoC-funded beds into a parallel database); and

o   Have a specific plan to coordinate and integrate with other mainstream health, social services, and employment programs and ensure that program participants are assisted to obtain benefits from the mainstream programs for which they may be eligible

Do you certify that your policies and procedures comply with all federal regulations, including: 

o   Maintaining adequate internal financial controls, record maintenance and management, and confidentiality;

o   Complying with the Americans with Disabilities Act;

o   Providing all Violence Against Women Act protections;

o   Meeting all Fair Housing Act requirements; and

o   Complying with CoC-required policies for termination of assistance and appeals.
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	Submit
No data saved
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[bookmark: Header1_18]Submit

[bookmark: Header2_18]Once an application is submitted, it can only be “Reopened” by an Administrator. 

	o   I certify that the information provided is true to the best of my ability.

Authorized Signature
**Not signed
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	Application Rank and Review
No data saved
		Case Id: 
	113234

	Name: 
	TEST - FY2026

	Address: 
	*No Address Assigned






[bookmark: Header1_19]Application Rank and Review

[bookmark: Header2_19]Please provide the following information.

	Rank: 


Total Funding Requested in Consolidated Application:
$0.00

Comments from Rank and Review Committee Meeting: 
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	Internal Review
No data saved
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[bookmark: Header1_20]Internal Review

[bookmark: Header2_20]Please provide the following information.

	Please click "Complete and Continue" only if agency is approved for funding. Clicking "Complete and Continue" will open the questionnaire for the agency to complete. 
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	Contact Information
No data saved
		Case Id: 
	113234

	Name: 
	TEST - FY2026
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[bookmark: Header1_21]Contact Information

[bookmark: Header2_21]Please provide contact information for this grant program in the following three categories: Clients, Data, and Finance. Please ensure all contacts included here are added as Users to this Neighborly case to ensure they receive critical grant-related information.

	Clients (intakes, demographics, case management, client supports, etc.)

Name


Title


Email


Phone


Finance (budgets, invoices, etc.)

Name


Title


Email


Phone



	Data (data entry and reporting; HMIS, internal systems, etc.)

Name


Title


Email


Phone
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	Insurances
No data saved
		Case Id: 
	113234
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	TEST - FY2026
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[bookmark: Header1_22]Insurances

[bookmark: Header2_22]Please provide the following information.

	GENERAL LIABILITY INSURANCE
[bookmark: FileUploadBlock_2]o   General Liability Documentation *Required
**No files uploaded

Insurance Provider: 


Policy Number:


What is the coverage rate for each occurrence?
$0.00

Effective Date:


Expiration Date:


Is ACDS listed as the Certificate Holder for this policy?


WORKERS' COMPENSATION
o   Worker's Compensation
**No files uploaded

Insurance Provider:


Policy Number:


What is the coverage rate for each occurrence?


Effective Date:


Expiration Date:


Is ACDS listed as the Certificate Holder for this policy?


AUTOMOBILE LIABILITY INSURANCE
Does implementation of this project require the use of automobiles?
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	Risk Assessment Questionnaire
No data saved
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[bookmark: Header1_23]Risk Assessment Questionnaire

[bookmark: Header2_23]Please provide the following information.

	This questionnaire – combined with ACDS staff and the application review Committee’s assessment – will assist ACDS in determining any conditions/assistance to be included in your agreement for a prospective award for work under this grant opportunity. There are no predetermined answers that would automatically disqualify your organization from consideration for an award – rather, this will help ACDS staff to determine where additional monitoring and/or technical assistance might be necessary. 

Prior Grant Management Experience

1. In the past 3 years, has your organization managed grant funds, loans, or other types of financial assistance from any of the following entities? 

Federal: 


State:


Anne Arundel County: 


ACDS:


Private:


2. Has your organization received an award directly from ACDS in the past 3 years? 


3. Has your organization received a federal or state award directly from an awarding agency in the past 3 years? 


Management Systems

1. Does your organization have any new or substantially changed management systems (technological or other) in the past 12 months? 


2. Has your organization had changes to the following key staff or positions in the past 12 months? 

Executive Management: 


Financial Office: 


Grant Management: 


Other:


3. Does your organization have the capacity/knowledge to manage and implement federal regulations, including 2 CFR 200 and specific federal funding regulations? 


4. Does your organization have current staff with experience managing this type of program? 


5. Does your organization have a written policy/policies governing internal control that are reasonable in accordance with applicable cost principles (including segregation of duties, handling of cash, contracting procedures, and personnel and travel policies)? 


Financial Controls

1. What accounting system does your organization use? 


2. Does your organization’s accounting system allow for expenditures to be segregated by funding source? 


3. Does your organization maintain central files for grants, loans, or other types of financial assistance? 


Comments

Please use this section to provide any additional information on the questions above. Be sure to clearly list the section and number for which you are providing comment. 
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	Internal Review
No data saved
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[bookmark: Header1_24]Internal Review

[bookmark: Header2_24]Please provide the following information.

	Please click "Complete and Continue" only when agency has spent all funding. Clicking "Complete and Continue" will open the Match step for the agency to complete. 
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	Match
No data saved
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[bookmark: Header1_25]Match

[bookmark: Header2_25]Please provide the following information.

	Total spend of grant:
$0.00

Required match: 
$0.00

Total match dedicated to this project:
$0.00

Time period of match funds:


Match Source 1

Funding Source


Match Amount


[bookmark: FileUploadBlock_3]o   Confirmation Letter *Required
**No files uploaded
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	Award Information
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[bookmark: Header1_26]Award Information

[bookmark: Header2_26]Please provide the following information.

	HUD Project ID


Total Award Amount
$0.00

ACDS Project Number


PO Number


Entitlement Year


Agreement Execution Date


Grant Period Start Date


Grant Period End Date
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	HMIS
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[bookmark: Header1_27]HMIS

[bookmark: Header2_27]Please provide the following information.

	Grant Funding Source


Grant Identifier (if applicable)


New HMIS Project?



	HMIS Project Number


HMIS Project Name


HMIS Project Type
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	DELETE Amendments
No data saved
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[bookmark: Header1_28]DELETE Amendments

[bookmark: Header2_28]Please provide the following information.

	FIRST AMENDMENT
Date Executed


Reason


[bookmark: FileUploadBlock_4]First Amendment
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