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Provider Information Sheet
Provider Profile Information: 
Provider Name: ___________________________________________________________________________________ 
Agency/Program (AKA): ____________________________________________________________________________
Provider Profile Image: (NOTE: If yes, please provide an electronic file to upload)

Provider Description:  
Please provide a brief description of the program: 






Location Information:  
Physical Address:  	________________________________________
		    	________________________________________
Mailing Address:  	________________________________________
			________________________________________
Contact Information:  
Contact Number:  ______________________ 	Contact Description: ___________________________
Contact Personnel:  
Primary Contact 
Name: __________________________________________________
	Title:  ___________________________________________________
	Email: __________________________________________________
Phone number: ________________________________
Additional Contacts 
Name: __________________________________________________
	Title:  ___________________________________________________
	Email: __________________________________________________
Phone number: ________________________________
Name: __________________________________________________
	Title:  ___________________________________________________
	Email: __________________________________________________
Phone number: ________________________________

Additional Information: 
Website: __________________________________________________________
Hours of Operation: _________________________________________________
Program Fees:  ______________________________________________________
Eligibility: ___________________________________________________________________________
Intake/ Application Process (please add notes on Coordinated Entry) 
_____________________________________________________________________________________
AIRS Standards Information: 
Agency Site:  _____________________________________   Year of Incorporation: _______
Federal Employer ID Number: _______________________________
Type of Facility/ Organization:  
___City/ County 		___ Educational	___ Faith Based Non-Profit	___Private Non-Profit
___Federal 		___Non-Profit	___ Private			___Profit	
___ Public Service	___Religious		___State			___United Way		
___ Volunteer 


HUD Data Standards:  
Victim Service Provider:  ____ Yes	____ No  
Operating Start Date:  _____/_____/________		Operating End Date: _____/_____/________	
Project Type:  	
____ Coordinated Assessment		____ Emergency Shelter	____ Day Shelter 
____ Homeless Prevention 		____ PH – Housing Only 	____ PH – Rapid Rehousing 
____ PH – Housing with services (no disability required for entry) 
____ PH – Permanent Supportive Housing/ PSH (disability required for entry)  
____Supportive Services Only		____ Street Outreach		____ Transitional Housing
____ Other:  _____________________________________________
If you are a Rapid Rehousing Projects, please check one of the following sub-types: 
	____ Housing with or without services 
	____ Supportive Services ONLY  
Housing Type:	____ Site based – single site
		____ Site based – clustered/ multiple sites 
		____ Tenant based – scattered site 
Target Population:  	_____ DV: Domestic Violence victims 
			_____ HIV/AIDS 
			_____ NA: Not Applicable 
Target Population A (check all that apply): 
____ Single Males 18 years of age or older	____ Single Females 18 years of age or older
____ Couples Only, no children 			____ Households with Children under 18 years of age
____ Youth Males under 25 years of age		____ Youth Females under 25 years of age
HOPWA funded Medically Assisted Living facility: 
	____ Yes	____ No  	____ NA non HOPWA Funded Project
Provider Grant Type (if applicable) :
____ HOPWA 		____ HUD CoC 	____ RHY 	____ PATH 	____ SSVF 
CoC Code:  ____ NY-505 	____ NY-510	   
Geocode:  ____________________	Zip Code: ______________	
CoC Start Date:  ____/____/________
CoC End Date:   ____/____/________
Bed and Unit Inventory:  
1. Inventory for Households without children (singles/couples) 
	Bed Type:  	_____ Facility Based 	____ Voucher	    ____ Other: ______________________
	Availability:  	_____ Year Round 	____ Seasonal 	    ____ Overflow 
	Total Bed Inventory:  _________ beds (people) 
		Dedicated Beds:  (All dedicated bed numbers should add up to the “Total Bed Inventory.”) 	
Chronically Homeless Veteran Beds:  _______ 
Youth Veteran Beds: _______
Any Other Veteran Inventory:  _______
Chronically Homeless Youth Inventory: _______
Any Other Youth Bed Inventory: _______
Any Other Chronically Homeless Bed Inventory: ______
Non-Dedicated Bed Inventory:  ______
	Unit Inventory (households): ________
	Inventory Start Date:  ____/____/________	Inventory End Date:  ____/____/________
2. Inventory for Households with only children
Bed Type:  	_____ Facility Based 	____ Voucher	    ____ Other: ______________________
	Availability:  	_____ Year Round 	____ Seasonal 	    ____ Overflow 
	Total Bed Inventory:  _________ beds (people) 
		Dedicated Beds:  (All dedicated bed numbers should add up to the “Total Bed Inventory.”) 	
Chronically Homeless Veteran Beds:  _______ 
Youth Veteran Beds: _______
Any Other Veteran Inventory:  _______
Chronically Homeless Youth Inventory: _______
Any Other Youth Bed Inventory: _______
Any Other Chronically Homeless Bed Inventory: ______
Non-Dedicated Bed Inventory:  ______
	Unit Inventory (households): ________
	Inventory Start Date:  ____/____/________	Inventory End Date:  ____/____/________
	Households with at least one adult and one child
Bed Type:  	_____ Facility Based 	____ Voucher	    ____ Other: ______________________
	Availability:  	_____ Year Round 	____ Seasonal 	    ____ Overflow 
	Total Bed Inventory:  _________ beds (people) 
		Dedicated Beds:  (All dedicated bed numbers should add up to the “Total Bed Inventory.”) 	
Chronically Homeless Veteran Beds:  _______ 
Youth Veteran Beds: _______
Any Other Veteran Inventory:  _______
Chronically Homeless Youth Inventory: _______
Any Other Youth Bed Inventory: _______
Any Other Chronically Homeless Bed Inventory: ______
Non-Dedicated Bed Inventory:  ______
	Unit Inventory (households): ________
	Inventory Start Date:  ____/____/________	Inventory End Date:  ____/____/________
HMIS Participation:  (Check one of the following options) 
	____ Not Participating in HMIS 	____ HMIS Participating  	
____ Comparable Database Participating 
	Start Date: ____/____/________  End Date: ____/____/________
CE Participation Status: (Answer regarding your projects participation status in Coordinated Entry) 
	Start Date: ____/____/________ 	End Date: ____/____/________
	Coordinated Entry Access Point:  (Check all that apply) 
	____ Homeless Prevention Assessment 
	____ Crisis Housing Assessment
	____ Housing Assessment 
	____ Direct Services 
	Project Receives CE Referrals:  ____ Yes	____ No  
Federal Partner Program and Components (funding type) Check all that apply
____HUD: CoC - Homelessness Prevention (High Performing Communities Only)   
____ HUD: CoC - Permanent Supportive Housing 	____ HUD: CoC - Rapid Re-Housing 	
____ HUD :CoC - Supportive Services Only 		____ HUD: CoC - Transitional Housing 
____ HUD: CoC - Safe Haven  				____ HUD: CoC - Single Room Occupancy (SRO) 
____ HUD: CoC - Youth Homeless Demonstration Program (YHDP) 
____ HUD: CoC - Joint Component TH/RRH 		____ HUD: ESG - Emergency Shelter (operating/essential) 
____ HUD: ESG - Homelessness Prevention 		____ HUD: ESG - Rapid Re-housing 
____ HUD: ESG - Street Outreach 			____ ESG RUSH 		
____ HUD: Pay for Success 				____ HUD: Public and Indian Housing (PIH) Programs 	
____ HUD: Rural Housing Stability Assistance Program 
____ HUD: HOPWA - Hotel/Motel Vouchers 		____ HUD: HOPWA - Housing Information 
____ HUD: HOPWA - Permanent Housing Placement (facility based or TBRA) 
____ HUD: HOPWA - Permanent Housing Placement	
____ HUD: HOPWA - Short-Term Rent, Mortgage, Utility assistance 
____ HUD: HOPWA - Short-Term Supportive Facility 	____ HUD: HOPWA - Transitional Housing (facility based/TBRA)
____ HUD: HUD/VASH 					____ HUD PIH (Emergency Housing Voucher) 
____ HUD HOME					____ HUD HOME ARP 	
____ HHS: PATH - Street Outreach & Supportive Services Only
____ HHS: RHY - Basic Center Program (prevention and shelter) 
____HHS: RHY - Maternity Group Home for Pregnant and Parenting Youth 
____HHS: RHY - Transitional Living Program 		____ HHS: RHY - Street Outreach Project 
____ HHS: RHY - Demonstration Project 			____ VA: CRS Contract Residential Services 
____ VA: Grant Per Diem - Bridge Housing 		_____ VA: Grant Per Diem - Low Demand		
____ VA: Grant Per Diem - Hospital to Housing 		____ VA: Grant Per Diem - Clinical Treatment 		
____ VA: Grant Per Diem:  Service Intensive Transitional Housing	 	
____ VA: Grant Per Diem - Transition in Place 	
____ VA: Grant Per Diem – Case Management/ Housing Retention 
____ VA: Community Contract Safe Haven Program 
____ VA: Supportive Services for Veteran Families 	
____ Local or Other Funding Source (Please Specify):  
____ United Way of Central NY	
_____ OTDA: NYS ESSHI Funding 	
____ Department of Social Services (DSS)  
____ NYSSHP Transitional Housing		
____ NYSSHP Permanent Supportive Housing 	
____ Community Foundation 		
____ Gifford Foundation 
____ Community Development Block Grant (CDBG) 
____ Private Funding (fundraising or donations) 
Other:  ______________________________________________________
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