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COUNTY RESOURCE DATABASE FORM

	               
AGENCY NAME:
	ABC COMMUNITY SUPPORT, Inc
	

	WEBSITE:
	www.abccommsupport.org
	
	PHONE:
	910-111-1110

	GENERAL EMAIL:
	info@abccommsupport.org
	
	FAX #:
	910-111-1112

	ADDRESS:
	123 Main Street
	
	# LOCATIONS:
	2  - Other Location:                     555 Other St / Other City / 99999

	CITY/ ZIP:
	 Any City                            /    99998
	
	AGENCY TYPE:
	 FORMCHECKBOX 
   PUBLIC
	 FORMCHECKBOX 
     PRIVATE
	 FORMCHECKBOX 
            NON-PROFIT

	
	(PLEASE SELECT ONE OF THE ABOVE)

	PROGRAM DESCRIPTION: (Main services & specific programs of the agency)

	  
  Provides emergency housing and financial assistance for families with critical medical needs.  Approval

  required for stays that exceed 90 days.  Clothing closet and transportation assistance available as well. 



	PLEASE CIRCLE ALL SERVICES PROVIDED BY THE AGENCY:

	
	

	Sobriety – Maintenance / Substance Abuse Assessment / Treatment 
	Employability – Licensure or Certification / Job Prep / Employment Svs

	Behavior – Modification / Cognitive Behavior Program
	Physical/Medical – Medical or Dental Care/ Assistance

	Family – Counseling / Assistance / Childcare / Parenting / Family Planning 
	Financial – Management / Assistance / Credit Repair

	Housing –  Emergency / Transitional / Group 
	Legal – Legal Assistance / Restoration of Rights / Background Checks

	Mental Health – Treatment / Counseling (Group or Individual ) 
	Sex Offender – Treatment / Behavior Maintenance 

	Transportation – Local Transit / Bus Pass / Car Program / Ride Share
	Life Skills – Training / Coaching

	Education – Career Planning / ABE / GED / Vocational / College
	

	TARGET POPULATION: (Age, Gender, Special Needs, Substance Abuse, Etc)

	  
  Families with 3 or more members (including single parent families) with critical care needs.
  Head of household must be employed or looking for employment.

	ENROLLMENT CRITERIA:
	PROGRAM RESTRICTIONS:

	  
  Referrals must come through DSS.     


	  Does not serve arsonists or sex offenders.  Clients must
  be ambulatory and able to care for themselves.

PROVIDES SERVICES TO SEX OFFENDERS?   FORMCHECKBOX 
 YES     FORMCHECKBOX 
  NO

	
SPECIFIC COUNTY / SERVICE AREA?
  Serves residents of ABC and CDE counties
	FEES FOR SERVICES / PROGRAMS?
  $50 per week per family after employment

	
	


SERVES MULTIPLE COUNTIES?   FORMCHECKBOX 
 YES     FORMCHECKBOX 
  NO
(List Counties / Cities Above)

  Mr. John Smith   
_________________________________________
NAME OF PERSON COMPLETING FORM

  Executive Director
___________________________________________
  TITLE

  jsmith@abccommsupport.org

                                                                 January 19, 2012
___________________________________________

EMAIL ADDRESS



DATE:   ____________________________
	
AGENCY NAME:
	
	

	WEBSITE:
	
	
	PHONE:
	

	GENERAL EMAIL:
	
	
	FAX #:
	

	ADDRESS:
	
	
	# LOCATIONS:
	

	CITY/ ZIP:
	                                      /
	
	AGENCY TYPE:
	 FORMCHECKBOX 
   PUBLIC
	 FORMCHECKBOX 
     PRIVATE
	 FORMCHECKBOX 
                NON-PROFIT

	
	(PLEASE SELECT ONE OF THE ABOVE)

	PROGRAM DESCRIPTION: (Main services & specific programs of the agency)

	

	PLEASE CIRCLE ALL SERVICES PROVIDED BY THE AGENCY:

	
	

	Sobriety – Maintenance / Substance Abuse Assessment / Treatment 
	Employability – Licensure or Certification / Job Prep / Employment Svs

	Behavior – Modification / Cognitive Behavior Program
	Physical/Medical – Medical or Dental Care/ Assistance

	Family – Counseling / Assistance / Childcare / Parenting / Family Planning 
	Financial – Management / Assistance / Credit Repair

	Housing –  Emergency / Transitional / Group 
	Legal – Legal Assistance / Restoration of Rights / Background Checks

	Mental Health – Treatment / Counseling (Group or Individual ) 
	Sex Offender – Treatment / Behavior Maintenance 

	Transportation – Local Transit / Bus Pass / Car Program / Ride Share
	Life Skills – Training / Coaching

	Education – Career Planning / ABE / GED / Vocational / College
	

	TARGET POPULATION: (Age, Gender, Special Needs, Substance Abuse, Etc)

	

	ENROLLMENT CRITERIA:
	PROGRAM RESTRICTIONS:

	
	PROVIDES SERVICES TO SEX OFFENDERS?   FORMCHECKBOX 
 YES     FORMCHECKBOX 
  NO

	
SPECIFIC COUNTY / SERVICE AREA?

	FEES FOR SERVICES / PROGRAMS?

	   SERVES MULTIPLE COUNTIES?   FORMCHECKBOX 
 YES     FORMCHECKBOX 
  NO

   (List Counties / Cities Above)
	



___________________________________________
NAME OF PERSON COMPLETING FORM

___________________________________________
  TITLE

___________________________________________

EMAIL ADDRESS




DATE:   ________
COUNTY:  ABC COUNTY   





COUNTY:  





***SAMPLE***








