The County of Delaware

FY 2012 Community Development Block Grant Program

Public Service (PS) Attachment

	Section PS 1        Project Planning


A. General Planning

1. Using the space provided below, please indicate how long you have been providing the proposed service, indicate the number of unduplicated individuals served during the past 12 months, and whether or not the proposal will increase services over the next 12 months*.  If an increase in service is identified, indicate how the increase will be accomplished.

* For the purposes of this application, use July 1, 2010 – June 30, 2011 to calculate past individuals served and July 1, 2011 – June 30, 2012 to estimate any increase in service.

	


B.  Environmental and Related Issues

1. Is the site where program activities are to be provided located in a delineated floodplain/wetland area, or will the proposed activities affect a delineated floodplain/wetland area?














  yes

 no

(FIRM Map Panel #: __________________    NWI USGS Quadrant: __________________

For technical assistance, contact the Delaware County Planning Department at 610-891-5200.

C. Local Support

1. Attach any letter(s) of support obtained from municipalities impacted by, or home to, the proposed activity/program.  In addition, attach a copy of the correspondence from your organization requesting local support.

D. Procurement

1. Describe any major procurement anticipated to be undertaken with CDBG funds for this project. Does the applicant have an established procurement policy in place?  If so, please attach.

E. Agency Profile

1.
Place an “X” in box(es) to indicate program(s) and services(s) provided by your agency.  

 FORMCHECKBOX 
 Emergency Shelter Facilities 

 FORMCHECKBOX 
 Transitional Housing

 FORMCHECKBOX 
 Vouchers for Shelters


 FORMCHECKBOX 
 Outreach

 FORMCHECKBOX 
 Drop-In Center



 FORMCHECKBOX 
 Soup Kitchen / Meal Distribution

 FORMCHECKBOX 
 Food Pantry



 FORMCHECKBOX 
 Health Care

 FORMCHECKBOX 
 Mental Health



 FORMCHECKBOX 
 HIV / AIDS Services

 FORMCHECKBOX 
 Alcohol / Drug Program


 FORMCHECKBOX 
 Employment

 FORMCHECKBOX 
 Child Care


 
 FORMCHECKBOX 
 Homeless Prevention

 FORMCHECKBOX 
 Other __________________


2. Place an “X” in box(es) to represent population(s) served by your agency.  

Chronically Homeless  (emergency shelter only)
 FORMCHECKBOX 

Severely Mentally Ill           



 FORMCHECKBOX 

Chronic Substance Abuse


              FORMCHECKBOX 

Other Disability




 FORMCHECKBOX 

Veterans 





 FORMCHECKBOX 

Persons with HIV / AIDS



 FORMCHECKBOX 

Victims of Domestic Violence


 FORMCHECKBOX 

Elderly 





 FORMCHECKBOX 
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