Rev. 2-9-06


FAMILY SHELTER PROGRAM SUPPORT

DOCUMENTATION
DATE OF INSPECTION: _______   NAME OF FACILITY : ____________________________________  FAMILIES: ___ UNITS: ______

ADDRESS:     ______________________________________________           CITY:   __________________        ZIP: ____________

FACILITY DIRECTOR: _______________________________________  
 PHONE:  (    )  _____________________________     
 FAX #:   (     )  __________________  

 E-MAIL:  ____________________________________________________ 

EXECUTIVE DIRECTOR: _______________________________________   
PHONE:  (    )  ____________________________      

FAX #:   (     )  __________________   

E-MAIL:  _____________________________________________________ 

SPONSORING AGENCY: ______________________________   CHAIRPERSON: _________________________________________                      

ADDRESS:     ______________________________________________           CITY:   __________________        ZIP: ____________

PHONE:  (    )  ________________      FAX #:   (     )  __________________   E-MAIL:  ____________________________________ 

LOCAL DISTRICT: ________________________   CONTACT:   ___________________________ TEL:  _______________________
DATE OF PREVIOUS INSPECTION:  ____________    DATES OF INSPECTION REVIEW:   ______________    TO        ____________.

 (NOTE:  PLEASE PLACE THE ITEM NUMBER FOR EACH DOCUMENT PROVIDED IN THE TOP RIGHT HAND CORNER ON THE SUPPORT DOCUMENT.   PROVIDE ONLY COPIES OF THE ORIGINAL DOCUMENTS UNLESS OTHERWISE REQUESTED BY THE INSPECTOR.  IF MORE THAN 5 PAGES PER DOCUMENT IS NECESSARY, PLEASE CONSULT WITH THE INSPECTOR).

CHECK
ITEM       


DOCUMENTS NEEDED FOR COPY


                

SAMPLE
             

LIST
NO.









                

FORMS  

ADMINISTRATIVE:

_____
1     
OPERATION PLAN DUE DATE. ___________ .   IS A COPY ON-SITE? _________

____
2          FAMILY SHELTER MASTER LISTS.    (Current list of all families)…..……………………………  

  

_____    
3       
 CHRONOLOGICAL ADMISSION REGISTRY  (Beginning with the most senior family)……    
 
 
 A2

a. TOTAL ADMISSIONS  (Past 12 months _______. OR SINCE LAST INSPECTION)

_____    
4        CONDITIONAL AND ELIGIBLE ADMISSIONS REGISTRY  (Past 12 months  OR SINCE LAST INSPECTION) _______. )

_____
5
CHRONOLOGICAL DISCHARGE REGISTRY” (Past 12 Months OR SINCE LAST INSPECTION)              

 A3

_____
6
TOTAL DISCHARGES (Past 12 months ______ OR SINCE LAST INSPECTION)

_____
7
LIST OF FAMILIES SUBMITTED FOR DHS\COUNTY SANCTIONS .  STATE REASONS.  (Past 12 months ______)

 _____
  8       
INVOLUNTARY DISCHARGE/TRANSFER HEARINGS    (Past 3 hearings) …………………       


A27
  

  WHERE ARE HEARINGS HELD?. __________________________________.   

_____       
9       
DAILY CENSUS FORM”.  (Past 3 months)                          …………………………………………………..           
  
A5
_____          10    
MONTHLY RESIDENT BILLING STATEMENT”. (Past 2 months)………………………………………………           

____           11        CURRENT LINE ITEM BUDGET/ACTUAL EXPENDITURE STATEMENT”.  (Past 2 months)>> ………

____          12        SHELTER MONTHLY REPORTS  (Past 2 months ;District or internal reports )                                          
A15
____          13         RESIDENT RULES   (Are they posted?)  YES____    NO _____   
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CHECK
ITEM       


DOCUMENTS NEEDED FOR COPY


               


 SAMPLE

             











  FORM
LIST
NO.









         


  

____          14*       THE FACILITY’S LEVEL OF COMPUTERIZATION.  PROVIDE STAFF  E-MAIL ADDRESSES.
____         14a*     NAME OF FACILITY COMPUTER CONSULTING FIRM: _____________________________ 


CONTACT PERSON: __________________________  TEL:  ___________________________ 


_____        15
IS ACS “5 x 8” (718) 481-5817 CONTACTED TO NOTIFY ACS OF THE FAMILY’S LOCATION FOR ALL FAMILIES       


AT THE POINT OF ADMISSION __________.
STAFF:

_____      
16         SCHEDULE OF ALL STAFF” (Names, job title, hours days of most recent  week) ……………         

A1 

a. LIST ALL STAFF VACANCIES ON THE STAFF SCHEDULE.

_____      
17         UP-DATED COPIES OF JOB DESCRIPTIONS AND QUALIFICATIONS FOR ALL STAFF LINES.

_____      
18          ARE THERE UNION SHOPS AT THE FACILITY?  IF YES, PLEASE LIST.

_____      
19        DOES YOUR PARENT ORGANIZATION REQUIRE FINGER PRINT BACKGROUND CHECKS ON ALL STAFF?  



YES ____  NO ___
A. PROVIDE CERTIFICATION OF  FINGER PRINT BACKGROUND CHECKS ON  ALL CHILD CARE AND

        RECREATION STAFF.

_____      
20       PROVIDE A LIST OF  STAFF TRAINING (Past 12 months______ OR SINCE LAST INSPECTION)       

A12

ADULT POPULATION:   

_____    
 21
 



               SINGLE HEAD OF HOUSEHOLD      ________



                COUPLES                                        
________



                TOTAL FAMILIES                    
________



                TOTAL ADULTS                   
__________

CHILD POPULATION:  
_____      
22                PRESCHOOL-AGE                                 
SCHOOL AGE



                0 TO 1 YEAR                 
________         
  6 TO 12 YEARS     
________



                1 YEAR TO 2 YEARS       
________         
 12 TO 16 YEARS    
________



                2 YEARS TO 3 YEARS     
________         
 16 TO 18 YEARS    
________



                3 YEARS TO 4 YEARS     
________



                4 YEARS TO 5 YEARS     
________            
 TOTAL           
________



                5 YEARS TO 6 YEARS     
________

                       TOTAL   


            ________

CHILD CARE SERVICES:


CHILD CARE COORDINATOR:  __________________________________

23 
CHILD CARE


a.        TOTAL PART 900 CHILD CARE SLOTS:


 0 TO 3 YRS. _____    AND   3 TO 6 ____;          


  b.
TOTAL ACD ON-SITE DAY CARE SLOTS:

    
0 TO 3 YRS. _____     AND      3 TO 6 ____;           

    c.
TEACHERS FULL TIME: _____         TEACHERS PART TIME: ____________ 

    d.
 DAYS OF SERVICE: ___________________           HOURS OF SERVICE:  ______  to __________




  e.
TOTAL  CLASSROOMS ____________:          OTHER CARE SLOTS -  AGES SERVED:  ______ TO ______

_____*

 f.  
IF ON-SITE DAY CARE IS LICENSED, PROVIDE A COPY OF THE CURRENT LICENSE.
_____             24              CHILD CARE ACTIVITIES (Past 2 weeks). …………………………………………….………………………       --                   

_____          25

     CHILD CARE ATTENDANCE (Past 2 Months).  ………..……………………………………..    
 

P15
_____          26           CHILD CARE WAITING LIST.  …..……………………………………….………………………………………     
 P10
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CHECK      ITEM       


DOCUMENTS NEEDED FOR COPY


                

SAMPLE

             











FORM
LIST         NO.









               


 

_____          27           PROVIDE SAMPLE MENU FOR THE PAST WEEK .  (CACFP (800) 942-3858) …………………………     
P20 

_____          28
ARE CHILDREN  OTHER THAN RESIDENT CHILDREN ATTENDING ON-SITE CHILD CARE?  ___________.  


IF YES, LIST NAMES AND REASON FOR DAILY USE _________.

RESIDENT CHILD CARE SERVICES :

_____        29
IS RESIDENT BABY SITTING OR CHILD CARE SERVICES PROVIDED ON-SITE?  YES _____  NO ______ .    

____         30           
IS ACS (718) 481-5817 NOTIFIED BEFORE RESIDENT BABY SITTERS ARE APPROVED? ________

_____  
A.     PROVIDE A LIST OF CURRENT APPROVED RESIDENT BABYSITTERS.

_____ 
B.     WHERE ARE RESIDENT CHILD CARE AGREEMENTS MAINTAINED?

_____   
C.     DO RESIDENT CHILDREN ATTEND DAY CARE OFF-SITE DAY-CARE PROGRAM?  IF YES,       PLEASE    LIST FAMILY NAME, CHILD’S NAME AND THE NAME OF THE DAY CAREPROGRAM.
RECREATION SERVICES:




COORDINATOR:  _____________________________


31
a.
 # OF ON-SITE RECREATION SLOTS ________                TOTAL REGISTERED. __________




b.
 # OF CLASSROOMS  _________                          AGES SERVED    ________  TO ________





c.
TOTAL RECREATION STAFF FULL TIME ___________          PART TIME  ______________





d.
 DAYS SERVED DURING SCHOOL YEAR ___________   HOURS  ________  TO  ________




 
e.
DAYS  SERVED DURING HOLIDAY/NON SCHOOL YEAR _____   HOURS   _____ TO _____




f. DOES THE FACILITY HAVE A RELATIONSHIP WITH AN OFF-SITE RECREATION PROGRAM?  IF YES,


 PLEASE    LIST.

_____
32           PROVIDE SAMPLE MENU.       FUNDING SOURCE:  ___________________.

____
33           SCHEDULE OF RECREATION ACTIVITIES  (Past 2 weeks). ………………………………………………           --

____ 
34          RECREATION  ATTENDANCE  (Past 2 months).  ……………………………………………………      

P21
SCHOOL ATTENDANCE:  


35
SCHOOL-AGE CHILDREN:

    STAFF
LIAISON:  _________________________________ 

_____ 
         
a.
SCHOOL DEPARTURE OR SCHOOL ATTENDANCE  (Past 2 months).  ………………………………………   
P17
_____                     b.
PROVIDE THE NAME AND SCHEDULE OF THE  DEPARTMENT OF EDUCATION  LIAISON.  ______________
FACILITY SECURITY:


36
SECURITY:
TOTAL #:  __________        SECURITY DIRECTOR:  ______________________

____


a.
SECURITY STAFF PER SHIFT:  
 Weekdays  8 TO 4 _____; 4 TO 12 _____;   AND 12 TO 8 _____








 
 SAT. & SUN  8 TO 4 _____; 4 TO 12 _____; AND 12 TO 8 _____

_____ 



b.
PROVIDE COPIES OF SECURITY GUARD/HOUSE –MONITORS CERTIFICATION. (Rev. 5/01).

http://www.dos.state.ny.us/pdfs/pibeawgpsglaw.pdf Security Guard Regs. P20 through 45. and    http://wdb.dos.state.ny.us/lcns_public  Security Guard License Status.





c.
TOTAL NUMBER OF  SECURITY CAMERAS  __________​​​___.     RECORDING DEVICE   USED?   _____.





d.
TOTAL DAYS RECORDED ARE MAINTAINED? _____.   DIGITAL OR VHS ___________




e.
IS DIGITAL SERVER ON-SITE?  IF NO, STATE LOCATION.  __________________________________

 

  e.
 HOURS OF CURFEW ___________ TO ___________.     ANY EXCEPTIONS?  __________________.
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CHECK
ITEM       


DOCUMENTS NEEDED FOR COPY


                
SAMPLE

             

LIST
NO.









                
FORM  

PHYSICAL PLANT:




f.
 HOW OFTEN ARE LOCKS TO RESIDENT APARTMENTS CHANGED?  __________________________.


 

    

g.
TOTAL PAY PHONES ______;  RESIDENT PHONE ACCESS:  
HOURS FROM  ________  TO  ________. 


             h.
ARE TELEPHONE JACKS LOCATED IN RESIDENT ROOMS? _________.

FAMILY ACTIVITIES:

i.
IS RESIDENT EMERGENCY INFORMATION MAINTAINED AT THE SECURITY DESK?  _____________.




j.
HOURS OF VISITATION   ______  TO  ______.   IS VISITATION IN RESIDENTS ROOMS?  ________.





IF NOT, IS VISITING SPACE FURNISHED?  ______________________________________.

k.
ARE OVERNIGHT VISITS FOR FAMILY REUNIFICATION PERMITTED? _____________.

l.
HOW OFTEN ARE RESIDENT HOUSE MEETINGS HELD?  __________________________.




m.
WHEN STAFF ENTERS AN APARTMENT, ARE NOTIFICATION OF APARTMENT ENTRIES PROVIDED?   ____


 n.             LIST ALL  RESIDENT WORKSHOPS  REQUIRED:    _____________________;      ____________________.
CLIENT SERVICES:

_____
37
RESIDENT FAMILY CASE FOLDERS  (Minimal sample 10 up to maximum 25).

FACILITY REFERRAL AGENCIES:

____

38 
THE FACILITY MUST HAVE AN ASSOCIATION (LETTER OF AGREEMENT OR MEMORANDUM OF UNDERSTANDING)  WITH AT LEAST ONE PROGRAM IN EACH OF THE SERVICES AS LISTED BELOW.  (Please provide a list of those primary referral agency as listed in each of the categories below .)  

____
a. 
PROGRAM
SPONSORING AGENCY
TYPE OF SERVICE

DAYS/HOURS
CONTACT PERSON
____
b
.
EMPLOYMENT

____
c.

JOB TRAINING

____
d.

EDUCATION

____
e.

HEALTH AGENCY

____       f.

 MENTAL HEALTH

____
g.

ALCOHOL/SUB. ABUSE

Note:
The Women’s Center for Education and Career Advancement is a great resource for all Case Workers and Housing Specialists.  They provide a SelfSufficiency Calculator that will help your agency determine client budgets and provide a list of local resources in the NYC Metro area.  Call (212) 732-3955 or e-mail  http://www.wceca.org/
____*
38a
IF A CONGREGATE FACILITY, LIST THE NAME OF THE VENDOR PROVIDING RESIDENT MEALS AND PROVIDE A 

CURRENT MENU.

______ 
39          LIST ALL OTHER FUNDED PROGRAMS CURRENTLY OPERATED AT THE FACILITY:  ______________________

HOUSING SERVICES:                      HOUSING SPECIALIST:  _________________________________

_____
40
PERMANENT HOUSING PLACEMENTS  (Total placements past 12 months _____).  ……………  

 P35

           (PLEASE USE APPROVED FORM.  INCLUDE THE DATE ADMITTED; FAMILY NAME; DATE PLACED; ADDRESS PLACED, SOURCE, AND RELOCATION CASE SUMMARY CODE).  




a.
HSP           __________                 
     




b.
NYCHA         __________







c.
SEC 8           __________



  d .
INELIGIBLE CONDITIONALS







  e.
INVOLUNTARY TRANSFERS/DISCHARGES       ______




  f.
 VOLUNTARY TRANSFERS/DISCHARGES           ______





 g.
OTHER         __________




  



    TOTAL     __________

                                       
_____ 
41 
9999 REPORT MUST BE UP-DATED TO INCLUDE FAMILY’S CURRENT STATUS (TYPE OF HOUSING,





 LINKED, ELIGIBLE AND/OR CERTIFIED).    TOTAL LINKED _____;       TOTAL CERTIFIED  ________.





(NYC programs only)

_____ 
42
LIST ALL FAMILIES WHO'S STAY IS OVER 12 MONTHS.  STATE WHY?   Total Families:  _________.

_____
42a*  PROVIDE LIST OF ALL FAMILIES PAYING FEES TOWARD THEIR SHELTER STAY ( List family name/amount.).
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(Rev.  11-22-05)












SAMPLE
FAMILY INITIATIVES:










FORMS








LIST ONLY THOSE ADULTS WHO ARE CURRENTLY ENROLLED IN THE FOLLOWING PROGRAMS AS OF TODAY'S DATE.  PLEASE USE 

THE APPROVED FAMILY ACTIVITY FORMS.

_____
43           ADULTS IN JOB TRAINING PROGRAMS             _____________.    ………………………………  

P2
_____
44           ADULTS EMPLOYED                                        _____________.     ………………………………
   

P1
_____
45           ADULTS ASSIGNED TO WEP                            _____________.    ………………………………   

 P1
_____
46           ADULTS IN EDUCATION PROGRAMS               ______________.   ……………………………
  

 P2


                   Pre GED____;          GED____;     ESL____;   and College  ______.

_____
47           ADULTS IN SUBSTANCE ABUSE PROGRAMS  (FULL DAY)       _____________.    …………
 

 P3

_____
48          ADULTS IN MENTAL HEALTH PROGRAMS   (FULL DAY)         _____________.    ……………       

 P3

FAMILY SERVICE NEEDS:

_____
50             CURRENT FAMILIES WITH SPECIAL SERVICE NEEDS  (Please List names for each category)




                     A) NOT ON PUBLIC ASSISTANCE      





_______

                    

                     B) PENDING P.A.





_______



                     C)  FAMILIES SANCTIONED                                                                                      _______



                      D) PREGNANCIES         (3RD TRIMESTER ______)



_______



                     E) NEWBORN UNDER 3 MONTHS





_______



                     F) VICTIMS OF DOMESTIC VIOLENCE  




_______



                     G) FAMILY REUNFICATION           





_______



                     H) UNDOCUMENTED FAMILIES         





_______




      I) RECEIVING SSI/SSD (DISABLED) w/ medical documentation

_______




     J) PRIMARY CAREGIVER FOR A DISABLED PERSON                   

_______




      K) DOCUMENTED HARDCORE SERVICE RESISTANT RESIDENTS

_______




      L) CONDITIONAL FAMILIES




                _______




     M) PART TIME SUBSTANCE ABUSE TREATMENT PROGRAM                                  _______





     N) PART TIME ALCOHOL TREATMENT PROGRAM                                                   _______





     O)* LIST RESIDENTS ENGAGED IN MORE THAN ONE PROGRAM AND





            LIST THE PROGRAM TYPE (EDUCATION, JOBS, TRAINING, ETC.)                         _______
ITEMS FOR REVIEW – PLEASE DO NOT MAKE COPIES UNLESS ADVISED BY THE INSPECTOR.

ITEMS

REVIEWED

____          51    MAJOR INCIDENTS PAST 12 MONTHS:  DEATH _____; CHILD ABUSE  _____; ARREST _____; OTHER ______      

____
52
   SHELTER INCIDENT REPORTS OVER THE PAST 6 MONTHS. …………………………………………        

A8

____ 
53
  GROUP RESIDENT INTERVIEWS (Minimum 5 families)

____
54
  SIGN-IN-SIGN-OUT RECORDS OVER THE PAST MONTH.   ………………………………………………     

 A6

____
55
   RESIDENT COMPLAINT RECORDS  OVER THE PAST 6 MONTHS.  ……………………………………     

A11

OTDA WEB SITE  http://otda.ny.gov/main/programs/shelter/forms.asp
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