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         Department of Housing and Community Development
Emergency Housing and Assistance Program

Capital Development (EHAP-CD)
Annual Report (AR) for EHAP-CD Loans

Instructions:  Contractors/Borrowers please return this completed AR to the following address by “updated date”. 

                Mail this completed form to:  EHAP-CD

                                                                  Department of Housing and Community Development

                                                                  P.O. Box 952054, MS 390-4
                                                                  Sacramento, CA  94252-2054

SECTION I:  CONTACT INFORMATION
	EHAP-CD Contract No:     
	

	Borrower’s Name:  
	Address:  

	Total Project Cost:
	                 

	Organization Size (In Dollar Amount):
	Original Date of Incorporation:             


Complete this section for any changes in Authorized Representative/Contact person, address, phone number, fax number, and E-Mail:

	Name
	Title
	Address
	Phone Number
	Fax Number
E-Mail

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


SECTION II:  CONTINUATION OF SERVICES

	1. Is this organization still providing shelter services according to EHAP-CD Requirements: 
          □Yes:   □  No, explain:____________________________________________________ 
           ________________________________________________________________________          

2.  List any significant organizational or facility changes that may have occurred in the last year,                                                                                                                     

 Which have significantly affected services to clients:  ______________________________
  ________________________________________________________________________
             3.       Types of Clients Served:

2.             FORMCHECKBOX 
 Transitional Housing Facility                    FORMCHECKBOX 
  Emergency Shelter (includes Safe Havens)

                       Average number of                                       Average number of 

                       transitional housing clients                           emergency shelter clients

                       served daily:   ______                                  served daily:   ______                                                                                    




SECTION III:  INSURANCE

	Attach Certificate(s) of Insurance for Property Insurance (formerly hazard insurance) and Comprehensive General Liability Coverage on insurance provided letterhead which contains all of the following with respect to the subject property:

  FORMCHECKBOX 
  Policy Number                                                        FORMCHECKBOX 
  Date of Coverage

  FORMCHECKBOX 
  All Named Insured                                                  FORMCHECKBOX 
  Signature of Agent               

  FORMCHECKBOX 
  Date Signed                                                            FORMCHECKBOX 
  Summary of Coverage



SECTION IV:  INTER-AGENCY COORDINATION:

	1.   Does the organization receive funding from any of the following:

        Local United Way                  No: □  Yes:  □  Amount for current year:  $________

        Designated Local Board        No: □  Yes:  □  Amount for current year:  $________

        Other Coordinating Body       No: □  Yes:  □  Amount for current year:  $________

        Name of Coordinating Body ____________________________________________

2. 2.   Does the organization receive organizational review by any of the following:

If yes, please attach a copy of the most recent report of the review.

Local United Way:                No: □   Yes:  □                  Total Project Cost ______________                                                                            

Designated Local Board:      No: □   Yes:  □                  Organization Size ______________                                                                         

        Other Coordinating Body:     No: □   Yes:  □                  Original Incorporation Date _______   



SECTION V:  SIGNATURES

	I hereby certify that the information contained in this report is accurate and complete to the best of my knowledge. The records supporting the information summarized herein will be retained by our organization and be available for review by the State for at least the full life of the Regulatory Agreement.
Submitted by:  _________________________________________    Date: ________                                                                                                                                                                       

                                   Authorized Representative, Title
Email Address:     ________________________________________
Mailing Address:  ________________________________________
                             _                        ___________________________
Phone Number:   ________________________________________



Please remember to attach legible copies of your Certificates of Insurance.  Thank you.
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