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OVERVIEW 
 

Coordinated Entry- “Coordinated Entry” is defined as a process designed to coordinate program 
participant intake, assessment, and provision of referrals. It covers the geographic area, is easily 
accessed by individuals and families seeking housing and services, is well advertised, and includes 
a comprehensive and standardized assessment tool. 

The process of Coordinated Entry can be implemented regardless of geography, housing stock, 
service availability, or unique community makeup. Almost any model of Coordinated Entry 
applied to any community or situation with patience, persistence, testing, and tweaking, can be 
successful. 

The terms “Coordinated Access”, “Centralized Intake”, “Coordinated Intake”, “Coordinated 
Entry” and “Coordinated Assessment” are often used interchangeably, and with the exception of 
“Centralized Intake”, more or less mean the same thing: transitioning from a “first come, first 
served” mentality to a mentality that says “now that you are here, let’s determine, together, what 
might be your next step”. The Northeast Florida Continuum of Care will refer to the system as 
“Coordinated Entry.” 

Coordinated Entry, when implemented correctly, can help to prioritize individuals and families 
who need housing the most across communities. Coordinated Entry can create a collaborative, 
objective environment across a community that can provide an informed way to target housing 
and supportive services to: 

1. Divert people away from the system who can solve their own homelessness. 
2. Quickly move people from street to permanent housing. 
3. Create a more defined and effective role for emergency shelters and transitional housing. 
4. Create an environment for less time, effort, and frustration on the part of case managers 

by targeting efforts. 
5. End homelessness across communities, versus program by program. 

The intention of Coordinated Entry is to: 

1. Target the correct housing intervention to the correct individual (family), particularly for 

those with high acuity and high need. 

2. Divert people away from the system who can solve their own homelessness. 

3. Greatly reduce the length of homelessness by moving people quickly into the 

appropriate housing. 

4. Greatly increase the possibility of housing stability by targeting the appropriate housing 

intervention to the corresponding needs. 
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Traditionally, the system of entry and referral to housing and service supports was based on a 
“first-come, first-served” basis and in some places still is. But years of research, re-thinking, and 
a commitment to moving away from the linear approach to housing placement and moving toward 
quickly placing people into appropriate housing, has shifted the way we do business. 

• Programs Receive Eligible Clients: Programs receive referrals for participants whose 
needs and eligibility have already been determined. The autonomy and unique nature of 
programs, as they operate within a coordinated framework become a strength, not a 
hindrance. 

• Case Managers can concentrate on Case Management: With every program in a 
community providing assessment, case managers often share the burden of intake and 
assessment. 

• Communities readily see what additional resources they need most: Lots of clients with 
mid-level acuity signal a need for more Rapid Re-housing resources. Lots of clients with 
high-level acuity signal a need for more permanent supportive housing/housing first. 

• Time, red tape, and barriers are significantly reduced: When different programs in a 
community follow the same process across and are aware of one another, workload is 
significantly reduced. 

• Community success in ending homelessness is significantly increased: Targeting limited 
resources as a community in a laser-like way leads to very fast and effective interactions 
that lead to long-term housing stability. 

  

Historic Practice is Program Centric Coordinated Access/Entry/Assessment is Client 
Centric 

Should we accept this family into our program? What housing and service intervention is the best 
fit for each family and individual? 

Unique entry and assessment forms for each 
individual program. 

Standard forms, assessment, and entry processes 
across all programs. 

Uneven knowledge about existing programs, 
eligibility, and purpose in communities. 

Accessible information about housing and service 
options in the CoC. 

Applying Coordinated Entry to a community or region brings together the strength of 
programs across a community, offering a menu of services across programs. When 
communities come together to implement a Coordinated Entry model, each program realizes 
success in a myriad of ways: 
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HUD GUIDANCE AND REGUALTION 
 

The U.S. Department of Housing and Urban Development (HUD) published the Continuum of 
Care (CoC) Program Interim rule in the Federal Register on July 31, 2012.  The rule, governing 
the CoC Programs, is designed to assist individuals (including unaccompanied youth) and families 
experiencing homelessness, and to provide the services needed to help such individuals move into 
transitional and permanent housing, with the goal of long-term stability.  The program promotes 
community-wide planning and strategic use of resources to address homelessness; improved 
coordinated and integration with mainstream resources and other programs targeted to people 
experiencing homelessness; improved data collection and performance measurement; and allows 
each community to tailor its program to the particular strengths and challenges within that 
community.  

In the Homeless Emergency Assistance and Rapid Transition to Housing: Continuum of Care Program 24 
CFR 578.7(a)(8) HUD mandates that “In consultation with recipients of Emergency Solutions 
Grants program funds within the geographic area, establish and operate either a centralized or 
coordinated assessment system that provides an initial, comprehensive assessment of the needs of 
individuals and families for housing and services. The Continuum must develop a specific policy 
to guide the operation of the centralized or coordinated assessment system on how its system will 
address the needs of individuals and families who are fleeing, or attempting to flee, domestic 
violence, dating violence, sexual assault, or stalking, but who are seeking shelter or services from 
non-victim service providers”1.   

HUD uses the terms coordinated entry and coordinated entry process instead of centralized or 
coordinated assessment to help avoid the implication that CoC’s must centralize the assessment, 
and to emphasize that the process is easy for people to access, that it identifies and assess their 
needs, and makes prioritization decisions based upon needs2. 

The policy and procedures for Northeast Florida’s Coordinated Entry System have been revised to 
reflect and act in accordance with the following HUD Regulations: 

 24 CFR Part 578 [Docket No. FR-5476-I-01] Rin 2506-AC29 Homeless Emergency 
Assistance and Rapid Transition to Housing: Continuum of Care Program 

 24 CFR Part 576 [Docket No. FR-5476-I-01] Rin 2506-AC29 Homeless Emergency 
Assistance and Rapid Transition to Housing: Continuum of Care Program 

 Notice CPD 14-012 Issued July 28, 2014 
 Notice CPD 17-01 Issued January 23, 2017 

                                                           
1 Department of Housing and Urban Development 24 CFR Part 578 [Docket No. FR-5476-I-01] Rin 2506-AC29 
Homeless Emergency Assistance and Rapid Transition to Housing: Continuum of Care Program 
https://www.hudexchange.info/resources/documents/CoCProgramInterimRule_FormattedVersion.pdf 
2 HUD Coordinated Entry Policy Brief February 2015 
https://www.hudexchange.info/resources/documents/Coordinated-Entry-Policy-Brief.pdf 
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KEY TERMS 
 
Acuity - When utilizing the VI-SPDAT Prescreens (triage tool), acuity speaks to the presence of 
a presenting issue based on the prescreen score. In the context of the Full SPDAT assessments, 
acuity refers to the severity of the presenting issues. In the case of an evidence- informed common 
assessment tool like the VI-SPDAT (Single), Family VI-SPDAT, Full SPDAT, acuity is expressed 
as a number with a higher number representing more complex, co-occurring issues that are likely 
to impact overall housing stability. 
 
Access Points – For the purpose of this document, Access Points are designated areas located 
within our continuum where individuals or families can go to for intake and assessment of 
homeless prevention and housing services for which they may qualify. 
 
Common Assessment Tool - A comprehensive and standardized assessment tool used for the 
purposes of housing prioritization and placement within a CoC Coordinated Entry System. The 
Northeast Florida Continuum of Care (Fl-510) has adopted the VI-SPDAT (Vulnerability Index 
Service Prioritization Decision Assistance Tool) as the Common Assessment Tool in April 2014 
when we initially launched our Coordinated Entry System. 

Chronic Homelessness (Final Definition 24 CFR 578.3, effective January 15, 2016) -  

(1) A "homeless individual with a disability,” who: (i) lives in a place not meant for human 
habitation, a safe haven, or in an emergency shelter; and (ii) has been homeless and living 
or residing in a place not meant for human habitation, a safe haven, or in an emergency 
shelter continuously for at least 12 months or on at least 4 separate occasions in the last 3 
years where the combined occasions must total at least 12 months 

>Occasions separated by a break of at least 7 nights 

>Stays in an institution of fewer than 90 days do not constitute a break 

(2) An individual who has been residing in an institutional care facility for fewer than 90 
days and met all of the criteria in paragraph (1) of this definition, before entering that 
facility; or 

(3) A family with an adult head of household (or if there is no adult in the family, a minor 
head of household) who meets all of the criteria in paragraphs (1) or (2) of this definition, 
including a family whose composition has fluctuated while the head of household has been 
homeless. 

Disability is described as: substance use disorder, serious mental illness, developmental disability 
(as defined in section 102 of the Developmental Disabilities Assistance Bill of Rights Act of 2000 
(42 USC 15002)), post-traumatic stress disorder, cognitive impairments resulting from brain 
injury, or chronic physical illness or disability 24 CFR 578.3. 

Coordinated Entry - "A centralized or coordinated process designed to coordinate program 
participant intake, assessment, and provision of referrals across a geographic area. The system 
covers the geographic area (designated by the CoC), is easily accessed by individuals and families 
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seeking housing or services, is well advertised, and includes a comprehensive and standardized 
assessment tool.” 24 CFR Section 578.7. It is the responsibility of each CoC to implement 
Coordinated Entry in their geographic area. 

Coordinated Entry Committee - Entity responsible for implementation and upper level 
management of Coordinated Intake System. Members of the Board are representatives from 
community providers within the service area. 
 
Coordinated Systems – Within our community, coordinated systems is defined as interconnected 
network of systems that services homeless and at risk households, and consists of coordinated 
intake and assessment, diversion, prevention, rapid re-housing, transitional housing, permanent 
supportive housing and other tailored programs and services, and linkages to mainstream 
resources.  
Cultural and Linguistic Competency – All persons administering assessments shall us culturally 
and linguistically competent practices. Assessment shall include trauma-informed culturally and 
linguistically competent questions for first-generation-subpopulations; youth; persons fleeing, or 
attempting to flee, domestic violence, dating violence, sexual assault, or stalking; and LGBTQ+ 
persons.  

Disabling Condition - (1) a condition that: (i) is expected to be long-continuing or of indefinite 
duration; (ii) substantially impedes the individual’s ability to live independently; (iii) could be 
improved by the provision of more suitable housing conditions; and (iv) is a physical, mental, or 
emotional impairment, including an impairment caused by alcohol or drug abuse, post-traumatic 
stress disorder, or brain injury; or (2) a development disability, as defined above; or (3) the disease 
of Acquired Immunodeficiency Syndrome (AIDS) or any conditions arising from the etiologic 
agent for Acquired Immunodeficiency Syndrome, including infection with the Human 
Immunodeficiency Virus (HIV). 24 CFR 583.5. 

Diversion - Diversion is a strategy that prevents homelessness for people seeking shelter by 
helping them identify immediate alternate housing arrangements and, if necessary, connecting 
them with services and financial assistance to help them return to permanent housing. Diversion 
programs can reduce the number of families becoming homeless, the demand for shelter beds, and 
the size of program prioritization lists. The main difference between diversion and other permanent 
housing-focused interventions centers on the point at which intervention occurs. Prevention targets 
people at imminent risk of homelessness, diversion targets people as they are applying for entry 
into shelter, and rapid re-housing/permanent supportive housing targets people who are already 
homeless. 

Fair and Equal Access – All people in the CoC’s geographic area shall have fair and equal access 
to the Coordinated Entry process, regardless of where or how they present for services. Fair and 
equal access means that people can easily access the Coordinated Entry process in person at the 
Urban Rest Stop, by phone, or some other method, and that the process for accessing help is well 
known.   
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Family - includes, but is not limited to the following, regardless of actual or perceived sexual 
orientation, gender identity, or marital status: (1) A single person, who may be an elderly person, 
displaced person, disabled person, near-elderly person, or any other single person; or (2) A group 
of persons residing together, and such group includes, but is not limited to: (i) A family with or 
without children (a child who is temporarily away from the home because of placement in foster 
care is considered a member of the family); (ii) An elderly family; (iii) A near- elderly family; (iv) 
A disabled family; (v) A displaced family; and (vi) The remaining member of a tenant family. 24 
CFR 5.403. 

Fiscal Agent – For the purpose of this document, the entity that coordinates funding and provides 
oversight to the coordinated intake and assessment system. The fiscal agent for this community 
will be Changing Homelessness, Inc.  This agent is also known as the “Lead Agency” 
 
Emergency Transfer Plan – Provides for emergency transfers for DV survivors receiving rental 
assistance or residing in units subsidized under a covered housing program (including CoC and 
Emergency Solutions Grant (ESG) funded programs).  

a. External Emergency Transfer – An emergency relocation of a tenant to another unit 
where the tenant would be categorized as a new applicant (i.e., tenant must undergo an 
application process to reside in the new unit.)  

b. Internal Emergency Transfer – An emergency relocation of a tenant to another unit 
where the tenant would not be categorized as a new applicant. (i.e., tenant may reside 
in new unit without having to undergo an application process.)  

HEARTH – The Homeless Emergency Assistance and Rapid Transition to Housing (HEARTH) 
act of 2009 that includes Emergency Solutions Grant (ESG) and Continuum of Care (CoC) grants. 
 
HMIS – Homeless Management Information System; a centralized data base designated to create 
an unduplicated accounting of homelessness that includes housing and services. Client Track is 
the HMIS system for this CoC. 
 

Homeless – definition by category: 

1. Category 1: Literally Homeless- An individual or family who lacks a fixed, regular, 
and adequate nighttime residence, meaning: 

> (i) an individual or family with a primary nighttime residence that is a public or 
private place not designed for or ordinarily used as a regular sleeping 
accommodation for human beings, including a car, park, abandoned building, bus 
or train station, airport, or camping ground; 

> (ii) an individual or family living in a supervised publicly or privately operated 
shelter designated to provide temporary living arrangements (including congregate 
shelters, transitional housing, and hotels and motels paid for by charitable 
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organizations or by federal, State, or local government programs for low- income 
individuals); 

> or (iii) An individual who is exiting an institution where he or she resided for 90 
days or less and who resided in an emergency shelter or place not meant for human 
habitation immediately before entering that institution; 

2. Category 2: Imminent Risk of Homelessness- An individual or family who will 
imminently lose their primary nighttime residence, provided that: 

> The primary nighttime residence will be lost within 14 days of the date of 
application for homeless assistance; 

> (ii) No subsequent residence has been identified; And 

> (iii) The individual or family lacks the resources or support networks, e.g., family, 
friends, faith-based or other social networks, needed to obtain other permanent 
housing; 

3. Category 3: Homeless Under Other Statues- Unaccompanied youth under 25 years of 
age, or families with children and youth, who do not otherwise qualify as homeless under 
this definition, but who: 

> (i) Are defined as homeless under section 387 of the Runaway and Homeless 
Youth Act (42 U.S.C. 5732a), section 637 of the Head Start Act (42 U.S.C. 832), 
section 41403 of the Violence Against Women Act of 1994 (42 U.S.C. 14043e 2), 
section 330(h) of the Public Health Service Act (42 U.S.C. 254b(h)), section 3 of 
the Food and Nutrition Act of 2008 (7 U.S.C. 2012), section 17(b) of the Child 
Nutrition Act of 1966 (42 U.S.C. 1786(b)), or section 725 of the McKinney-Vento 
Homeless Assistance Act (42 U.S.C. 11434a); 

> (ii) Have not had a lease, ownership interest, or occupancy agreement in 
permanent housing at any time during the 60 days immediately preceding the date 
of application for homeless assistance; 

> (iii) Have experienced persistent instability as measured by two moves or more 
during the 60-day period immediately preceding the date of applying for homeless 
assistance; and 

> (iv) Can be expected to continue in such status for an extended period of time 
because of chronic disabilities; chronic physical health or mental health conditions; 
substance addiction; histories of domestic violence or childhood abuse (including 
neglect); the presence of a child or youth with a disability; or two or more barriers 
to employment, which include the lack of a high school degree or General 
Education Development (GED), illiteracy, low English proficiency, a history of 
incarceration or detention for criminal activity, and a history of unstable 
employment; or 
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4. Category 4: Fleeing or Attempting to Flee Domestic Violence- Any individual or 
family who: 

> Is fleeing, or is attempting to flee, domestic violence, dating violence, sexual 
assault, stalking, or other dangerous or life-threatening conditions that relate to 
violence against the individual or a family member, including a child, that has either 
taken place within the individual’s or family’s primary nighttime residence or has 
made the individual or family afraid to return to their primary nighttime residence; 

> (ii) Has no other residence; and 

> (iii) Lacks the resources or support networks, e.g., family, friends, and faith- 
based or other social networks, to obtain other permanent housing. 

Housing First - An approach to quickly and successfully connect individuals and families 
experiencing homelessness to permanent housing without preconditions and barriers to 
program/housing entry, such as sobriety, treatment or service participation requirements. 
Supportive services such as housing-focused case management are offered to maximize housing 
stability and prevent returns to homelessness as opposed to addressing predetermined treatment 
goals prior to permanent housing entry. 

HUD – The Department of Housing and Urban Development; the United States federal department 
that administers federal program dealing with homelessness. HUD oversees HEARTH and CoC 
funded programs. 
 
Lead Agency – The agency identified as the primary administrator of coordinated intake and 
assessment. For the purpose of this document that agency is the Changing Homelessness, Inc. or 
its sub-grantee who has been contracted to provide the Coordinated Intake and Assessment 
Services. 
 
Linkage or Access to Mainstream Resources – An approach to help people stabilize their 
housing for the long term by linking them to resources for which they are eligible within their 
community. 
 
Permanent Supportive Housing (PSH) - means community-based housing without a designated 
length of stay, and includes both permanent supportive housing. Permanent supportive housing 
means long term permanent housing in which supportive services are provided to assist homeless 
persons with a disability to live independently. 24 CFR 578.3. The definition of rapid re-housing 
appears below. 
Prioritization List - The prioritization List is thought of as a universal registry within the CoC for 
purposes of prioritization and housing placement. CoC and ESG funded agencies must make and 
take referrals off of this list for their programs. 

Navigator – A certified intake worker whose responsibility is to provide coordinated intake and 
assessment for individuals or families seeking homeless prevention or housing services. 
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Rapid Re-Housing (RRH) -An intervention designed to help individuals and families exit 
homelessness as quickly as possible, return to permanent housing, and achieve stability in that 
housing. Rapid re-housing assistance, operating in a Continuum of Care and/or Housing First 
model, is offered without preconditions (such as employment, income, absence of criminal record, 
or sobriety) and the resources and services provided are typically tailored to the unique needs of 
the household. The core components of a rapid re-housing program are housing identification and 
relocation, short-and/or medium term rental assistance and move-in (financial) assistance, and case 
management and housing stabilization services. This assistance is subject to the definitions and 
requirements set forth in 24CFR§576.2 "Homeless” paragraph (1) and paragraph (4) who are 
residing in a place set forth in (1), 24CFR§576.105, 24CFR§576.106 and 24CFR§576.400. 
(24CFR§576.104 & Core Components of Rapid Re-Housing, National Alliance to End 
Homelessness). 

SPDAT - (Service Prioritization Decision Assistance Tool) the evidence-based assessment 
utilized by all trained CoC providers in either enacting more detailed determinations of acuity for 
housing placement and/or ongoing use in case management to ensure housing stabilization. This 
is an ongoing case management tool suggested for your use. The SPDAT (or "Full SPDAT”) has 
an individual and family tool. Staff must be trained by OrgCode Consulting prior to administering 
the tool. The SPDAT can be completed on paper or in HMIS and attached to a client record. 

 

Severity of Service Needs –  

(a) For the purposes of Notice (CPD-16-11), this means an individual for whom at least one of the 
following is true: 

i. History of high utilization of crisis services, which include but are not limited to, 
emergency rooms, jails, and psychiatric facilities; and/or 

ii. Significant health or behavioral health challenges, substance use disorders, or functional 
impairments which require a significant level of support in order to maintain permanent 
housing. 

iii. For youth and victims of domestic violence, high risk of continued trauma or high risk 
of harm or exposure to very dangerous living situations. 

iv. When applicable CoCs and recipients of CoC Program-funded PSH may use an 
alternate criteria used by Medicaid departments to identify high-need, high cost 
beneficiaries. 

(b) Severe service needs as defined in paragraphs i.-iv. above should be identified and verified 
through data-driven methods such as an administrative data match or through the use of a 
standardized assessment tool and process and should be documented in a program participant’s 
case file. The determination must not be based on a specific diagnosis or disability type, but only 
on the severity of needs of the individual. The determination cannot be made based on any factors 
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that would result in a violation of any nondiscrimination and equal opportunity requirements, see 
24 C.F.R. § 5.105(a) 

Transitional Housing (TH) - housing to facilitate the movement of individuals and families 
experiencing homelessness into permanent housing within 24 months. 24 CFR 578.3. 

VI-SPDAT - (Vulnerability Index-Service Prioritization Decision Assistance Tool) the 
evidence- based Common Assessment or Prescreen Triage Tool utilized by all projects in the 
Northeast Florida Continuum of Care to determine initial acuity (the presence of an issue) and 
utilized for housing triage, prioritization and housing placement. Note there are two versions of 
VI-SPDAT, the Individual and Family, both of which are available in HMIS. There is a Youth VI- 
SPDAT that was recently released for use specifically with youth and is available on the OrgCode 
website, with anticipation of HMIS release in the near future. 

> PLEASE NOTE the VI-SPDAT is a different tool than the Full SPDAT; do not use these 
terms interchangeably as they are different 

> The VI-SPDAT is the Common Assessment Tool, or Prescreen Triage Tool 

> The Full SPDAT can be used as an ongoing case management tool 

 

COORDINATED ENTRY SYSTEM ROLES AND RESPONSIBILITIES  
 
As a system-level process, coordinated entry requires intensive coordination and communication 
among all the projects and agencies in the CoC and, ideally, all of those otherwise available in the 
community to serve individuals and families experiencing homelessness, including programs that 
can serve that population but may not be targeting it. 
 
CoC Lead Agency: 

 It is the lead agency’s responsibilities to: 

 Ensure proper data systems and management protocols are established to 
support CES operation 

 Regularly update CES Policy & Procedures to ensure most up to date 
operational information is available to the community 

 Regularly report CES implementation updates, problems, and/or 
suggestions to the CoC Governance Board 

 Oversee provision of homeless diversion, prevention and housing services 
for eligible clients. 

 Plan and conduct annual CES Evaluation  
 
CES Lead Agency: 

 It is the CES Lead agency’s  responsibilities to: 
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 Manage the day-to-day operation of coordinated entry  

 Update and maintain information on program vacancies/opening. To be 
completed on a weekly basis regardless of whether there are new openings 
to report. 

 Regularly update and make current all programs eligibility guidelines and 
program contact information so that Navigators can make the best referrals 
possible. 

 Ensure that when a referral is made, the Navigators confirms within  two 
business days whether the referral is accepted, declined by provider, 
declined by client, or pending, or the provider is unable to contact the client. 

 Bring problems and suggestions to the monthly Data Committee meeting 
and/or Coordinated Entry meeting. 

 Ensure that all points of entry will use the same screening and assessment 
tool, data collection forms, policies on eligibility verification and 
referral/information-sharing systems. 

Providers: 
 Participation Requirement. 

 All providers receiving funding through HEARTH or a HUD funded 
program are required to participate in the coordinated intake and assessment 
process. 

 Providers must be live on the HMIS system and must maintain data which 
is inputted no later than within 24 hours of a service or outcome being 
achieved or rendered. 

 Providers must provide written documentation to the Coordinated Entry 
Board within 3 business days on why an applicant was denied entry into a 
program. 

 
Applicants and Clients: 

 Clients who are in need of homeless prevention or housing services can access information 
and eligibility criteria through one of the Access Points. Applicants seeking assistance must 
be screened at one of the Access Points or by a Navigator prior to being referred to an 
agency for assistance. Applicants not eligible for services will be referred to other 
appropriate community resources. 

 Eligibility. Individuals and families that are “Literally Homeless” (meeting HUD’s 
Category 1 definition of homelessness) or at “Imminent Risk of Homelessness”. For 
purposes of eligibility for coordinated intake and assessment, “imminent risk of 
homelessness” means individuals and families that are able to document that they must 
leave their current nighttime residence within 72 hours, and include household that; 

 Have received a court notice of eviction or foreclosure. 
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 Are staying with family or friends AND can document that they must leave 
within 72 hours. Documentation must include a third party verification of 
violation. (For example, a lease that states that anyone other than occupants 
in the lease constitutes a lease violation.) 

 Other, as determine by a provider or by the Northeast Florida CoC 
 Participation Requirement. All households (with the exception of households in domestic 

violence situations) must be assessed prior to program entry; or , in the case of households 
in emergency shelters that admit same day, the assessment must occur as soon as possible 
after entry, and before being referred to another program 
 

 Applicants/Clients can expect: 

 To be treated with respect and dignity 

 Their  initial phone call for assistance to be answered live or returned within 
two business days 

 To be scheduled for an in-person, intake and assessment within two to five 
business days 

 To be matched to an appropriate program based upon their unique needs, 
and referred based on their priority status to opening in a program 

 To wait until the system has the capacity to assist them, and to get help from 
through diversion or other resource available to them. 

 Responsibilities:  
Client must: 

 Answer all questions truthfully and to the best of their ability 

 Bring all required documentation  

 Keep their contact information current in order to be notified of available 
opening, and referred in a timely manner. 

 
NOTE: This system acknowledges that the needs of a household fleeing or attempting to flee, 
domestic violence, dating violence, sexual assault or stalking, may be different than the needs of 
non-victims. Navigators will be trained on sensitivity in regards to victim’s assistance, and 
referrals will only be made to domestic violence providers. In addition, the HMIS data of victims 
will continue to be treated with the highest level of confidentiality and victims’ data not shared 
with other Providers (except those designated as Domestic Violence Providers). 
 

COORDINATED ENTRY: COC & ESG PROGRAM REQUIREMENTS 
 

All HUD CoC & ESG programs will be an active member of the Northeast Florida CoC 
Coordinated Entry system as it is locally implemented via the Coordinated Entry Committee. The 
HUD CoC & ESG programs will have minimal entry requirements to ensure the most vulnerable 
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of the population are being served.  HUD CoC & ESG programs will ensure active client 
participation, client-center practices and informed consent. All HUD CoC & ESG programs will 
receive referrals from the Prioritization List for housing referral and placement with available 
HUD CoC & ESG housing resources via Coordinated Entry/Master List Committee Meetings. 

STEPS: 
1. All adult program participants must meet the program eligibility requirements and 
properly document this eligibility as required (HUD funded ESG and CoC Programs are 
required to use the HUD CoC & ESG Toolkits by appropriate program) for housing 
placement. 

2. Programs may require participants to meet additional program eligibility requirements 
as they relate specifically to federally and state-guided eligibility in writing. For example, 
if your Grant Agreement states that you will serve specific populations. Programs are 
strongly encouraged to create or amend program standards to Low-Barrier standards for 
client entry. 

3. Programs may disqualify registered sex offenders from the program if the location of 
housing will place the client in violation of Florida statute 775.215 which prohibits 
registered sex offenders from living near schools, daycare facilities and publicly owned 
playgrounds. These offenders are prohibited from living within 1,000 feet of a high school, 
middle school, elementary school, preschool, publicly owned playground, or licensed day 
care facility. The measurement is taken in a straight line from the nearest property line of 
the school to the nearest property line of the registrant's place of residence. Additionally, 
under 24 CFR 578.93 (b)(4), if the program housing has in residence at least one family 
with a child under the age of 18, the housing may exclude registered sex offenders and 
persons with a criminal record that includes a violent crime from the project so long as the 
child resides in the housing. 

4. Additionally, programs may not disqualify an individual or family from program entry 
for lack of income or employment status. 

5. Programs cannot disqualify an individual or family because of evictions or poor rental 
history. 

6. The program explains the services that are available and encourages each adult member 
to participate in program services, but does not make service usage a requirement or the 
denial of services a reason for disqualification or eviction. Please note that it is acceptable 
to require your program participants to participate in housing- focused case management, 
but it is not acceptable to require participation in any other supportive services. It is 
important to note that the purpose of any required housing- focused case management 
should be to engage the program participant to assist them in maintaining their housing. 

7. The program will maintain an annual Release of Information and annual income 
verification, Case notes, and all pertinent demographic and identifying data in HMIS, or a 
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comparable database. Paper files can also be kept as long as they are stored in a secure 
location. 

COORDINATED ENTRY OPERATION PROTOCOLS 
 
This system is focused on providing a continuum of care including prevention, diversion and rapid 
re-housing approaches. The Plan requires each Navigator to assess household’s eligibility for 
services. Prevention services target people at imminent risk of homelessness, while diversion 
services target people as they are applying for entry into shelter, and rapid re-housing services 
target people who are already homeless. If they client is considered chronically homeless the 
assessment will be made to a permanent supportive housing program or permanent housing 
program such as the Jacksonville Housing Authority. 
 
ACCESS: 
 
Duval, Nassau and Clay counties are located in Northeast Florida and span over 2,286 square miles 
of diverse geographic and demographic landscape. Duval County is a populated metropolitan area, 
Nassau County consists of both rural and beaches community and Clay County is mostly rural 
with pockets of suburban neighborhoods. In order to meet the need of our community we will 
utilize a hybrid approach incorporating Access Points such as the Urban Rest Stop, Outreach 
Navigators, and web based components to provide a variety of avenues in which all segments of 
our community can access housing and service supports. 
 

 
ASSESSMENT:   
 
Applicants and Clients: 

 Each applicant is evaluated on a variety of criterion, including rental history, criminal 
history, domestic violence, mental health challenges, disabling conditions, language 
barriers, educational attainment, employment status, and length of homelessness. Services 
are then assigned based on the client level determination. 

 The Assessment tool provides a procedure for determining which applicants are eligible 
and appropriate for the variety of housing and support services available in the community. 
For example, applicants for permanent supportive housing must have a disabling condition 
and lack the resources to obtain housing. 

 Clients will be allowed to submit a survey for improvement changes and suggestions on 
the Coordinated Intake and Assessment process. 
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Providers: 

 Each applicant who is referred for housing or services will be evaluated through an 
assessment of their current barriers to obtaining and successfully maintain permanent 
housing. 

 The assessment is heavily focused on the applicant’s immediate housing challenge and 
includes questions regarding household composition, current housing situation, 
homelessness history, evictions, criminal history and/or active warrants, physical and 
mental health, and domestic violence issues. 

 The Assessment will be used as a guide, with the understanding that each applicant has a 
unique set of circumstances. 

 Generally speaking, the assessment tool ensures that protocols are applied consistently 
throughout the three county region (Duval, Nassau and Clay County), and that each 
Provider is engaging in responsible assessments protocol. 

 
CES Lead Agency:  

 The Vulnerability Index- Service Prioritization Decision Assistance Tool (VI-SPDAT) is 
the assessment tool utilized for this system. 

 The VI-SPDAT will determine an acuity score that will help inform Navigators and 
Providers about the following : 

 People who will benefit most from Permanent Supportive Housing 
 People who will benefit most from Rapid Re-Housing 
 People who are most likely to end their own homelessness with little to no 

intervention on your part 
 Which areas of the person’s life that can be the initial focus of attention in the case 

management relationship to improve housing stability. 
 How individuals and families are changing over time as result of case management 

process. 

 The Lead Agency will provide a system of care that allows clients to give feedback on 
suggestions and improvements of the Intake and Assessment Process. This process will be 
posted in common areas of “Access Points” and made available on-line as part of the Web-
based system. 

 The Lead Agency will ensure that the VI-SPDAT is not used to : 
 Provide a diagnosis  
 Assess current risk or be a predictive index for future risk 
 Take the place of other valid and reliable instruments used in clinical 

research and care  
 
COMMUNITY ASSESSMENT TOOL: VI-SPDAT 

The VI-SPDAT is a pre-screening, or triage tool that is designed to be used by all providers within 
a community to quickly assess the health and social needs of homeless persons and match them 



17 | P a g e  
 

with the most appropriate support and housing interventions that are available.  A triage tool like 
the VI-SPDAT allows homeless service providers to similarly assess and prioritize the universe of 
people who are homeless in their community and identify who to treat first based on the acuity 
(severity) of their needs. It is a brief survey that service providers, outreach workers, and even 
volunteers can use to determine an acuity score for each homeless person who participates. The 
scores can then be compared and used to identify and prioritize candidates for different housing 
interventions based upon their acuity. Using the VI-SPDAT, providers can move beyond only 
assisting those who present at their particular agency and begin to work together to prioritize all 
homeless people in the community, regardless of where they are assessed, in a consistent and 
transparent manner. 

Sometimes the VI-SPDAT is confused with or used interchangeably with the Full SPDAT. 
Whereas the VI-SPDAT is a triage tool (also referred to as a pre-screen tool), the SPDAT is an 
assessment tool. The Full SPDAT digs deeper into the context, history, environment and severity 
of an issue in a more nuanced manner than the VI-SPDAT. To return to the metaphor of a hospital 
emergency department, the VI-SPDAT is the triage station asking a series of questions to confirm 
what is occurring and to understand a particular patient’s needs in comparison to all other patients; 
the Full SPDAT is what happens when the doctor sees the patient, rounds out the understanding 
of the issue, and advises the appropriate treatment protocol for that individual. The VI-SPDAT is 
designed to determine the presence and acuity of an issue and identify clients to refer for 
assessment for specific housing interventions, but it is not intended to provide a comprehensive 
assessment of each person’s needs. 

It is recommended that the VI-SPDAT be used together in a community with the Full SPDAT, as 
they are complementary tools. However, communities may start with using only the VI-SPDAT 
and referring clients directly to different housing interventions based on their VI-SPDAT scores, 
although this approach is less precise than using a more comprehensive assessment. Please note, 
use of the Full SPDAT is not mandated under the Northeast Florida Continuum of Care Coordinated Entry 
System for housing referral. 

 
VI-SPDAT AND COORDIANTED ENTRY CONSENT 

 
An individual must provide informed consent prior to the VI-SPDAT being completed, (Client 
HMIS Agreement and Release of Information Form). You cannot complete a VI-SPDAT with a 
client without that person’s knowledge and explicit agreement. You also cannot complete the VI- 
SPDAT solely through observation or using known information within your organization. 
 

 Client HMIS Agreement:  This agreement allows the Northeast Florida CoC Homeless 
Management Information System (HMIS) User listed to enter and store client data as, or 
on behalf of, the agency listed below and/or to report on behalf of the agency. 
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 Release of Information Form: The Release of Information is utilized by all providers to 
input VI-SPDAT assessments within the HMIS. Individuals who do not sign the release of 
information do not complete the assessment. Individuals who are not able to complete 
either a VI-SPDAT or full SPDAT may be referred to the Coordinated Entry Committee.  
 

ASSESSMENT IN PRACTICE 
STEPS: 
 

 1. Providers will obtain a Northeast Florida HMIS Release of Information and Consent 
(or comparable document for VSPs) 
 
2. Providers will utilize the VI-SPDAT as the Common Assessment Tool, to screen 
individuals and families experiencing homelessness. 
 
3. There is a specific VI-SPDAT for Individuals and Families in HMIS. Providers should 
use the most up to date version available in HMIS (currently, Version 2 is available for 
both Individuals and Families). 
 
4. The assessment takes approximately 7 minutes to administer, and can be conducted by 
any provider who has been introduced to the tool through a 30 minute video (or attended 
a training by its creator, OrgCode Consulting, Inc.), see below for more training details. 
 
5. The VI-SPDAT, as a first assessment at entry, provides each program with the ability 
to determine, across dimensions, the acuity of an individual or family. 
 
6. In the case of an evidence-informed common assessment tool like the VI-SPDAT, 
acuity is expressed as a number with a higher number representing more complex, co-
occurring issues that are likely to impact overall housing stability. The VI-SPDAT score 
shows the presence of these issues, and indicates the potential best fit for housing and 
service intervention, based on scores across the following dimensions: 

 Wellness: Chronic health issues and substance use. 
 Socialization and Daily Functioning: Meaningful daily activities, social supports, 

and income. 
 History of Housing and Homelessness: Length of time experiencing 

homelessness, and cumulative incidences of homelessness. 
 Risks: Crisis, medical, and law enforcement interdictions. Coercion, trauma, and 

most frequent place the individual has slept. 
 Family Unit (Family VI-SPDAT Only): School enrollment and attendance, 

familial interaction, family makeup, and childcare. 

7. Based upon the Prescreen Acuity Score of the VI-SPDATs, programs and communities 
can arrive at best possible housing intervention that applies, as follows: 
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VI-SPDAT Version 2 Individuals 
Intervention Recommendation VI-SPDAT Prescreen Score for Individuals 
Permanent Supportive Housing/Housing First 8+ 
Rapid Re-Housing 4-7 
Community Resources/Diversion 0-3 
 
VI-SPDAT Version 2 Families 
Intervention Recommendation VI-SPDAT Prescreen Score for Families 
Permanent Supportive Housing/Housing First 9+ 
Rapid Re-Housing 4-8 
Community Resources/Diversion 0-3 

 
8. Scores on the VI-SPDAT populate the local Prioritization List once entered into HMIS, 
and at weekly Local Prioritization Committee meetings all the partners and others with 
housing resources decide who enters available housing (RRH and PSH) next by acuity and 
HUD priorities. 

PRIORITIZATION PROCEDURES & PROTOCOL: 

One of the main purposes of a Coordinated Entry System is to ensure that people with the most 
severe service needs and levels of vulnerability are prioritized for housing and homeless assistance.  
As indicated by HUD guidelines individuals and families experiencing chronic homelessness 
should be prioritized for permanent supportive housing.   
 

The following represents the uniform process to be used across the community for assessing 
individuals, matching them to an appropriate housing intervention (PSH & RRH), and within 
each category, prioritizing placement into housing. This will eliminate the need to complete 
multiple assessments with individuals, which is burdensome both for the person being 
assessed and those conducting the assessment. 

The VI-SPDAT will be the ONLY tool used to assess individuals at the point of entry. The 
VI- SPDAT scores will be used to triage individuals into the appropriate category of 
intervention. 

The following represents the uniform process utilized across the community for prioritizing 
placement into permanent supportive housing for single individuals and/or families experiencing 
chronic homelessness. The VI-SPDAT and SPDAT will be the ONLY tools used to assess 
individuals at the point of entry.  

 1. Assessment Score: The first prioritization criteria will expedite placement into housing 
for individuals with the most severe medical and service needs who are at greater risk of 
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death. This score would be based on questions 1-27 of the VI-SPDAT version 2, with a 
maximum score of 17. 

 2. Unsheltered Sleeping Location: The second prioritization criteria is the location where 
the individual sleeps based on the HUD universal data element 3.19 Living Situation and/or 
question 1 of the VI- SPDAT version 2.   Unsheltered individuals will be given priority 
over sheltered individuals. 

 3. Length of Time Homeless: The third prioritization factor is the length of time an 
individual has experienced homelessness, giving priority to the person that has experienced 
homelessness the longest, based on homelessness history present within HMIS and/or 
question 2 of the VI-SPDAT version 2.  

 4. Overall Wellness: The second prioritization factor targets individuals with similar 
medical needs as criteria number 1, who will be prioritized when they have behavioral 
health conditions or histories of substance use, which may either mask or exacerbate 
medical conditions. This score will be based on questions 15 through 27 of the VI-SPDAT 
version 2 (i.e., the "Wellness Domain"), and/or the combined responses to the "Mental 
Health & Wellness & Cognitive Functioning," "Physical Health & Wellness," "Substance 
Use," "Medication" and "Experience of Abuse and/or Trauma" domains of the SPDAT. 

 5. Date of VI-SPDAT Assessment: The final prioritization criteria will be the date of the 
individual’s assessment, giving priority to the earliest date of assessment. 

PERMANENT SUPPORTIVE HOUSING 

For individuals that score 8 or above on the VI-SPDAT version 2, signals a recommendation for 
permanent supportive housing, prioritizations will be based on the following criteria (only going 
to the next level as needed to break a tie between two or more individuals): 

HUD has released specific guidance for the prioritization of chronically homeless individuals 
and families, which was adopted by the Continuum of Care upon its release is outlined in the 
following notice: Notice CPD 16-11: Notice on Prioritizing Persons Experiencing Chronic 
Homelessness and Other Vulnerable Homeless Persons in Permanent Supportive Housing. This 
Notice supersedes Notice CPD-14-012 and provides guidance to Continuums of Care (CoC) and 
recipients of Continuum of Care (CoC) Program (24 CFR part 578) funding for permanent 
supportive housing (PSH) regarding the order in which eligible households should be served in all 
CoC Program-funded PSH. This Notice reflects the new definition of chronically homeless as 
defined in CoC Program interim rule as amended by the Final Rule on Defining “Chronically 
Homeless” (herein referred to as the Definition of Chronically Homeless final rule) and updates 
the orders of priority that were established under the prior Notice. 

The goal of this notice is to ensure that homeless individuals and families with the most severe 
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service needs within a community are prioritized in PSH, eventually ending chronic homelessness. 

In order for a household to qualify for PSH interventions they must meet the definition of 
chronically homeless as defined by HUD.  The definition of “chronically homeless” currently in 
effect for the CoC Program is that which is defined in the CoC Program interim rule at 24 CFR 
578.3, which states that a chronically homeless person is: 
 

(a) An individual who 
a. Is homeless and lives in a place not meant for habitation, a safe haven, or in an 

emergency shelter 
b. Has been homeless and living or residing in a place not meant for human 

habitation, a safe haven, or in an emergency shelter continuously for at least 
one year or on at least four separate occasions in the last three years 

c. Currently diagnosed with one or more of the following conditions: substance 
use disorder, serious mental illness, developmental disability, post-traumatic 
stress disorder, cognitive impairments resulting from brain injury or chronic 
physical illness 

(b) An individual who has been residing in an institutional care facility, including a jail, 
substance abuse or mental health treatment facility, hospital, or other similar facility 
for fewer than 90 days and met all the criteria outlined in section (a) 

(c) A family with an adult head of household (or if there is no adult in the family, a minor 
head of household) who meets all the criteria in section (a), including a family whose 
composition has fluctuated while the head of household has been homeless. 

 
In accordance with HUD Notice CPD-014-12, households scoring in the permanent supportive 
housing range will be prioritized in the following manner: 
 

 First Priority- Chronically Homeless Individuals and Families with the longest 
history of homelessness and with the most severe service needs 

o Household’s length of time homeless will be determined by length of time as 
reported by homeless household during the VISPDAT assessment in combination 
with a review of their HMIS record.  Households must be able to demonstrate 
history of homeless by producing required documentation. 

o Service needs will be identified by the acuity captured in the VISDPAT assessment.  
When applicable, portions of the SPDAT targeting the use of crisis services will be 
administered to the head of household if the household’s needs are not accurately 
captured by the VISPDAT. 

 
 Second Priority- Chronically Homeless Individuals and Families with the longest 

history of homelessness 
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o The chronically homeless individual or head of household of a family has been 
homeless and living in a place not meant for human habitation, a safe haven, or in 
an emergency shelter for at least 12 months either continuously or on at least 
four separate occasions in the last 3 years, where the cumulative total length 
of the four occasions equals at least 12 months and the CoC or CoC program 
recipient has NOT identified an individual or a head of household, who meets all 
the criteria of the definition for chronically homeless, of the family as having severe 
service needs 

o Household’s length of time homeless will be determined by length of time as 
reported by homeless household during the VISPDAT assessment in combination 
with a review of their HMIS record.  Households must be able to demonstrate 
history of homeless by producing required documentation 
 

 Third Priority- Chronically Homeless Individuals and Families with the most severe 
needs 

o The chronically homeless individual or head of household of a family has been 
homeless and living or residing in a place not meant for habitation, a safe have or 
an emergency shelter on at least four separate occasions in the last 3 years, 
where the total length of those separate occasions equals less than one year, 
and the CoC or CoC recipient has identified ta chronically homeless individual 
or head of household, who meets all of the criteria of the definition for chronically 
homeless, of the family as having severe service needs. 

o Service needs will be identified by the acuity captured in the VISDPAT assessment.  
When applicable, portions of the SPDAT targeting the use of crisis services will be 
administered to the head of household if the household’s needs are not accurately 
captured by the VISPDAT. 
 

 Forth Priority- All other chronically Homeless Individuals and Families 
o The chronically homeless individual or head of house household has been homeless 

and living in a place not meant for human habitation, a safe haven or in an 
emergency shelter for at least 12 months either continuously or on at least four 
separate occasions in the last 3 years where the cumulative total length of the 
four occasions is less than 12 months and the CoC or CoC program recipient has 
NOT identified a chronically homeless individual or head of household who 
meets all the criteria of the definition for chronically homeless as having severe 
service needs. 
 

RAPID REHOUSING  

The following represents the uniform process utilized across the community for prioritizing 
placement into rapid rehousing for single individuals and/or families. Individuals and/or families  
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and/or between 4 and 7 on the VI- SPDAT version 2 Individuals, and/or 4-8 on the VI- SPDAT 
version 2 Families, will be prioritized through the process described below. Assessors should 
describe the core components to rapid rehousing through the following standardized messaging: 

 Designed to facilitate movement into market rate housing as quickly as possible while 
providing the support needed to achieve that goal 

 Assistance that does not provide a voucher 

 Time-limited support and financial assistance to pay rent so that when the program ends, 
participants are able to pay the full rent independently. The length of rental assistance and 
support depends on each person’s individual needs. 

 Financial assistance provided is on a case-by-case basis 

 Assistance in identifying and accomplishing other short term goals outside of housing, such 
as employment, connection to benefits, legal assistance/referrals, personal financial 
planning services, transportation services, etc. 

 Able to connect participants with longer term community resources to help maintain 
housing as well. 

Among rapid rehousing referrals, the following process will be used to prioritize for placement 
(only going to the next level as needed to break a tie between two or more individuals): 

1. Date of VI-SPDAT Assessment: The first prioritization criteria will be the date of the 
individual’s assessment, giving priority to the most recent date of assessment. 

Unsheltered Sleeping Location: The second prioritization criteria is the location where the 
individual sleeps based on the HUD universal data element 3.19 Living Situation and/or 
question 1 of the VI- SPDAT version 2.   Unsheltered individuals will be given priority 
over sheltered individuals. 

2. Length of Time Homeless: The third prioritization factor is the length of time an individual 
has experienced homelessness, giving priority to the person that has experienced 
homelessness the longest, based on homelessness history present within HMIS and/or 
question 2 of the VI-SPDAT version 2. 

Based on the quantity of available units, rapid rehousing will be targeted through an equal 
distribution of VI-SPDAT and/or SPDAT scores. If 4 rapid rehousing openings become 
available, 1 individual scoring 7, 1 individual scoring 6, 1 individual scoring 5 and 1 individual 
scoring 4 would be referred for placement. 

The equal distribution of rapid rehousing placements will prioritize by scores recommending that 
intervention. If 3 rapid rehousing openings become available, 1 individual scoring 7, 1 individual 
scoring 6, and 1 individual scoring 5 would be referred. Similarly, if 5 openings became available, 
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2 individuals scoring 7, 1 individual scoring 6, 1 individual scoring 5 and 1 individual scoring 4 
would be referred for placement. 

For veterans served through SSVF, SSVF will continue to prioritize placements from the universal 
registry for all eligible individuals with military service history recommended for rapid rehousing 
4-7 on VI-SPDAT version 2. Due to the amount of funding currently available for the program, a 
limited number of direct referrals may be made. 

REFERRAL: 

The following process describes how CES will be administered to community housing programs.  
 Step 1: 

 Individuals and families seeking services will go to MHRC or visit a Mobile 
Outreach hot spot to be assessed for services.  

Step 2: 

 Intake Navigators complete Intake Workflow and collect Universal Client data in 
Client Track 

 Intake Navigators will complete VISPDAT to assess housing needs 

 Based on Client Information and VISPDAT scores, Navigators will refer client to 
appropriate Agency, Programs, and resources 

 Navigators will gather all available supporting documentation needed 

 Navigators will submit referral to agency or program 

Step 3: 

 Agency or Program Supervisor receiving referral will review information within 2 
business days upon receipt and assign to appropriate Case Manager 

 Case Manager will make contact with family to schedule a program intake 
appointment within 2 business days of receiving referral 

 If Case Manager is unable to make contact after 3 documented attempts they will 
notify Program Supervisor who will contact Navigators within 1 business day.  
Navigators will place referral back on waitlist and reach out to outreach teams to 
assist with locating referral. At this point a new referral will be issued to 
program to fill vacancy.  

 Case Manager will meet with individual and/or family and complete program 
enrollment to begin services.  

 If referral is appropriate for program, Case Manager will notify Program 
Supervisor of program enrollment.  Program supervisor will notify Intake 
Navigators of program enrollment. 
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 If referral is NOT appropriate for program, Case Manager will notify Program 
Supervisor immediately and Program Supervisor will refer back to Navigator 
within 24 hours.   

 For housing programs, Case Manager will work to house individual and/or family 
within 30 days upon receipt of referral  

Step 4: 

 Individual and/or family receives services based on identified needs. And 
completes program as appropriate. 

BY-NAME LIST/HOUSING PRIORITIZATION LIST 
 

A by name registry and/or Housing Prioritization List is a report run through the Homeless 
Management Information System (HMIS) that generates client records whom have been screen 
by the CES team.  This list is reviewed and updated weekly to ensure all recent client additions 
and client housing placements are captured accordingly. 

This list includes an active and inactive list. 

Active List 

People who stay longer than one night at a shelter and are currently enrolled in a program or 
have been within the last 90 days are part of the active list.  Clients engaged in with CES and 
Street Outreach teams are also considered to be actively homeless and will be included on the By 
Name List. 

Inactive List 

The Inactive Policy is a critical component of maintaining a real-time by-name master list as 
well as a robust coordinated entry system.  To ensure an efficient assessment and referral 
process, it is important to ensure that the Coordinated Entry System Navigators and Outreach 
teams have the ability to contact and connect with households as soon as a housing opportunity is 
available.  Without this policy, the Coordinated Entry System can experience delays in its 
referral procedures due to the time spent searching for households in the community who they 
have not been able to reach through multiple attempts, often for many months.  Due to this loss 
of contact it is hard for the system to determine whether these households are still in need of 
housing.  In some situations these households may have self-resolved their housing crisis or 
relocated to another area.  

If a household has had no contact with any Coordinated Entry Access points, System Navigators 
and/or Community Outreach for 180 days, AND they have had no services or shelter stays in 
HMIS for the past 3 months, the household will be removed from the Active Homeless List and 
placed on the Inactive List.   
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For our Veteran population, the no contact threshold to remove a client form the active list is 90 
days.  We coordinate with our VA team members to access their HOMES and Remote Data 
Systems to see if the veteran has relocated or has accessed any other VA services locally.  If a 
signed ROI was in place at the time the Veteran was moved to the Inactive List, our local VA 
team will provide any pertinent information available.   
 
If a household on the inactive list makes contact with the homeless system including outreach 
workers, drop-in centers, shelters, meal lines, etc., they are moved from the inactive list to the 
active list and can be referred to housing openings once they have fully re-engaged with the 
system which may include re-assessment of their vulnerability.   

SPECIAL POPULATIONS 

DOMESTIC VIOLENCE SURVIVORS 

People who are currently fleeing domestic violence and human trafficking along with those who 
have previously experienced domestic violence and/or human trafficking require a path through 
the CES that promotes and protects their confidentiality and safety. The following policies and 
procedures are incorporated into the Northeast Florida CES to protect the safety of every person 
and household impacted by domestic violence.  

The first set of protocols relates to DV providers serving survivors of domestic violence and the 
second set of protocols relates to mainstream, non-DV providers serving survivors of domestic 
violence. 

Domestic Violence Provider Protocols  

There are several Domestic Violence (DV) Shelters in Northeast Florida. Survivors of Domestic 
Violence in current danger who are entering a DV shelter are screened using a tool specific to the 
single agency providing that service in Clay, Duval or Nassau counties. Shelter and outreach staff 
are familiar with their respective DV shelter’s referral process; DV staff in turn provide safe access 
to their own intake process.  

For the safety of those individuals and/or families who are fleeing or attempting to flee domestic 
violence, referrals are made to programs identified as victim service providers for assistance 
whenever those services are immediately available and desired by the household.  

A client fleeing or attempting to flee domestic violence, dating violence, and/or human trafficking 
must be offered a choice to have their personally identifiable data entered into the HMIS 
conventionally or have it entered anonymously. Existing entries can be de-identified if a clients’ 
status changes to fleeing and they are already in the HMIS.  
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Privacy and Safety 

DV Providers which are primarily “victim services providers” are prohibited from contributing 
client-level data into HMIS. However these programs must record client-level data within a 
comparable database and be able to provide aggregate data for reporting.. When a household 
working with a DV provider is attempting to flee or experiencing literal homelessness having 
already fled domestic violence, the applicant shall be connected to a trained staff member 
(someone proficient with the VI-SPDAT or Family VI-SPDAT triage assessments).  

DV Provider/DV Coordinated Entry System Roles  

DV Provider  
 Request consent to participate from the applicant. If the applicant has an HMIS record, do 

they want their information de-identified?  
 Link Applicant to a trained staff member to review all consent options and complete the 

Coordinated Entry Assessment.  
 Follow protocol regarding not using names of DV programs the Applicant participates in 

within the Standardized Housing Assessment 
 All communication about the assessment should be conducted through the service provider 

to maintain client confidentiality.  
 Match households as appropriate.  

 
Housing Providers  

 Accept referrals from the DV Coordinated Entry System and follow up with DV provider 
contact 

 Follow up with DV provider contact and linked providers within two business days.  
 Follow CES protocols including protecting the confidentiality of the household such as 

not disclosing to an emergency contact any information shared in the Standardized 
Housing Assessment. 

 
Non-Domestic Violence Provider Protocol  
 
If a non-victim service provider becomes aware that a household being served is fleeing or 
attempting to flee violence, the provider should: 

1. Offer the household a warm handoff/referral to a victim services provider; and  
2. Check HMIS to see if there is an existing record. Follow safety protocols and client choice.  
 

CES Staff Member  
 Review all HMIS consent options with the Applicant 
 Complete Coordinated Entry Assessment and follow protocol to lock the file  
 Follow protocol regarding not using names of DV programs the Applicant participates in 

within the Standardized Housing Assessment 
 Match households as appropriate.  
 Communicate with housing providers and DV providers to foster a linkage for households 

by e-mail after the match has been made via HMIS. 
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Housing Providers  
 Accept referrals from the Coordinated Entry System and follow up with Applicant  
 Follow up with Applicant and linked providers if the applicant shared contact information 

to request support with a linkage to the household within two business days.  
 Follow CES protocols including protecting the confidentiality of the household such as 

not disclosing to an emergency contact any information shared in the Standardized 
Housing Assessment. 

 
Non-DV providers may use HMIS and directly enter information while following protocol to lock 
the Applicant’s file and other measures in place for safety and confidentiality. HMIS files of all 
Applicants presenting as survivors of domestic violence are locked in HMIS so that they can only 
be seen by the Coordinating Entities for the purpose of matching the household to a housing and/or 
service intervention.  
 
Safeguards for Domestic Violence Survivors 
All staff conducting DV providers or non-DV providers will be trained on the complex dynamics 
of domestic violence, trauma-informed care, privacy and confidentiality, safety planning and how 
to handle emergency situations.  
 

UNACCOMPANIED YOUTH AND YOUNG ADULTS 

The Department of Health and Human Services Administration for Children, Youth and Families 
emphasizes that youth who run away from home are often mistakenly portrayed as juvenile 
delinquents. In contrast, such behaviors often reflect society’s failure to develop adequate support 
which includes homeless services. Unaccompanied youths are one of the fastest growing and most 
underserved sub- populations, in our community. In addition, it is important to note that Lesbian, 
Gay, Bisexual, Transgendered, Questioning, and Intersexed, as well as African American youth 
and young adults are disproportionately impacted when compared to other groups. 

Clients: 

Unaccompanied Youth and Young Adults are defined as youth (ages 13-17) and young adults 
(ages 18-24) who are unaccompanied by a parent or guardian and are without shelter where 
appropriate care and supervision are available, whose parent or guardian is unable or unwilling to 
provide shelter and care, or who lack a fixed , regular and adequate nighttime residence. 
Undocumented unaccompanied youth and young adults may also be served under these provisions 
except where exclusions are noted 

Providers: 

Providers of services for unaccompanied youth and young adults should be able to provide safe 
and high quality housing and supportive services (scattered-site independent apartments, host 
homes, and shared housing) to youth and young adults experiencing homelessness that involve an 
integrated constellation of affordable housing, intensive strengths-based case management, self-
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sufficiency services, trauma informed care, and positive youth development approaches. 

CES Lead Agency: 

All housing service referrals for unaccompanied youth and young adults must be screened and 
assessed at a centralized intake hotspot.  The Lead Agency is responsible for overseeing and 
ensuring that: 

 Unaccompanied youth and young adults willingly engage with coordinated entry for a 
screening and an in person comprehensive assessment. 

 Whenever possible, unaccompanied youth should be re-housed within the catchment area 
of their school of origin. 

 Low barriers of entry for this highly vulnerable population are created. 

 Navigators consult with expert providers of this population when conducting intake to 
properly match clients and providers, and reduce the risk of flight for this highly vulnerable 
population. 

PROGRAM EVALUATION 

The Coordinated Entry is one of many projects within our community that addresses the needs of 
individuals and families that are at risk or experiencing homelessness within our communities. The 
Lead Agency will evaluate the effectiveness as well as required HEARTH Act outcomes by 
utilizing data from HMIS. As recommended by the National Alliance to End Homelessness, the 
Lead Agency will track progress in the following areas to evaluate the Coordinated Intake and 
Assessment process: 

 Length of stay, particularly in shelter: If consumers are referred to the right interventions 
and those interventions have the necessary capacity, fewer individuals and families should 
be staying in shelter waiting to move elsewhere. Also if clients are referred immediately to 
the right provider, over time, clients will likely spend less time jumping from program to 
program looking for help, which could reduce their overall length and/or repeated episodes 
of homelessness. 

 New entries into homelessness: if every individual and family seeking assistance is coming 
through the front door to receive it and the front door has prevention and diversion 
resources available, more people should be able to access these resources and avoid 
entering a program unnecessarily. 

 Repeat episodes of homelessness: If clients are sent to the intervention that is the best suited 
to meet their needs on the first time, families are more likely to remain stably housed. 
 

To track the outcomes summarized above, the Lead Agency will analyze the following 
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Performance Measures annually. 
 

1) Duval, Nassau and Clay County will reduce the number of person experiencing 
homelessness. 

a. Reduction in the total number of person experiencing homelessness 
b. Reduction in the total number of persons experiencing first time 

homelessness. 
2) Duval, Nassau and Clay County will reduce the length of homelessness episodes 

a. Reduction in the mean length of homelessness episode for individuals  
b. Reduction in the mean length of homelessness episode for families with 

children 
c. Reduction in the men length of homelessness episode for youth 

3) Duval, Nassau and Clay County will reduce the number of persons returning to 
homelessness. 

a. Reduction in return to homelessness within two years following exit 
b. Increase in exits to permanent housing 
c. Increase in income at exit 

Measuring of the success of this system and transparency with the community and providers will 
be a key to the success of this project. The Lead Agency will summarize the data annually in 
conjunction with the annual Point in Time homeless census data report. 

Moving forward, the Lead Agency will expand the evaluation of outcomes by establishing 
mechanisms to monitor the quality of service through system-wide monitoring. For example, once 
a client enters shelter an assessment is to be completed within 72 hours. Procedures will be built 
into the monitoring system to determine how often this goal is met. This will allow for ongoing 
monitoring of the quality of services and how the program and Providers are able to follow through 
with this goal. 

As part of the evaluation process, as recommended by the National Alliance to End Homelessness, 
the Lead Agency will set a goal to establish an integrated feedback loop that involves using 
information gained from these assessments to make any necessary adjustments to the system. For 
example, if families are being referred to the right program, but the program cannot serve them 
due to capacity issues while other program types have an increasing number of empty beds, it may 
be appropriate to make system-wide shifts in the types of programs and services offered. 
Additionally, the Lead Agency will continue working to develop data tools to ensure overall 
system efficiency. 
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Terms and Conditions Governing the Use of the SPDAT
SPDAT products have been developed by OrgCode Consulting, Inc. with extensive feedback from key com-
munity partners including people with lived experience.  The tools are provided free of charge to com-
munities to improve the client centered services dedicated to increasing housing stability and wellness.  
Training is indeed required for the administration and interpretation of these assessment tools.  Use of 
the SPDAT products without authorized training is strictly prohibited.

By using this tool, you accept and agree to be bound by the terms of this expectation.

No sharing, reproduction, use or duplication of the information herein is permitted without the express 
written consent of OrgCode Consulting, Inc.

Ownership
The Service Prioritization Decision Assistance Tool (“SPDAT”) and accompanying documentation is owned 
by OrgCode Consulting, Inc.

Training
Although the SPDAT Series is provided free of charge to communities, training by OrgCode Consulting, 
Inc. or a third party trainer, authorized by OrgCode, must be successfully completed.  After meeting the 
training requirements required to administer and interpret the SPDAT Series, practitioners are permitted 
to implement the SPDAT in their work with clients.

Restrictions on Use
You may not use or copy the SPDAT prior to successfully completing training on its use, provided by 
OrgCode Consulting, Inc. or a third-party trainer authorized by OrgCode.  You may not share the SPDAT 
with other individuals not trained on its use.  You may not train others on the use of the SPDAT, unless 
specifically authorized by OrgCode Consulting, Inc.

Restrictions on Alteration
You may not modify the SPDAT or create any derivative work of the SPDAT or its accompanying documen-
tation, without the express written consent of OrgCode Consulting, Inc. Derivative works include but are 
not limited to translations.

Disclaimer
The management and staff of OrgCode Consulting, Inc. (OrgCode) do not control the way in which the 
Service Prioritization Decision Assistance Tool (SPDAT) will be used, applied or integrated into related 
client processes by communities, agency management or frontline workers. OrgCode assumes no legal 
responsibility or liability for the misuse of the SPDAT, decisions that are made or services that are received 
in conjunction with the assessment tool.
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A. Mental Health & Wellness & Cognitive Functioning
PROMPTS CLIENT SCORE:

• Have you ever had a conversation with a psychiatrist, psy-
chologist, or school counsellor? When was that?

• Do you feel you are getting all the help you might need with 
whatever mental health stress you might have?

• Have you ever hurt your brain or head?
• Do you have trouble learning or paying attention?
• Has anyone ever told you you might have ADD or ADHD?
• Was there ever any special testing done to identify learning 

disabilities?
• Has any doctor ever prescribed you pills for anxiety, depres-

sion, or anything like that?
• Do you know if, when pregnant with you, your mother did 

anything that we now know can have negative effects on 
the baby?

• Are there any professionals we could speak with that have 
knowledge of your mental health?

NOTES

SCORING

4

Any of the following:
 ¨ Serious and persistent mental illness (2+ hospitalizations in a mental health facility or 
psychiatric ward in the past 2 years) and not in a heightened state of recovery currently
 ¨Major barriers to performing tasks and functions of daily living or communicating intent 
because of a brain injury, learning disability or developmental disability

3

Any of the following:
 ¨ Heightened concerns about state of mental health, but fewer than 2 hospitalizations, and/or 
without knowledge of presence of a diagnosable mental health condition
 ¨ Diminished ability to perform tasks and functions of daily living or communicating intent 
because of a brain injury, learning disability or developmental disability

2

While there may be concern for overall mental health or mild impairments to 
performing tasks and functions of daily living or communicating intent, all of 
the following are true:

 ¨ No major concerns about safety or ability to be housed without inten-
sive supports to assist with mental health or cognitive functioning
 ¨ No major concerns for the health and safety of others because of 
mental health or cognitive functioning ability
 ¨ No compelling reason for screening by an expert in mental health or 
cognitive functioning prior to housing to fully understand capacity

FOR YOUTH

 ¨ Age 16 or under 
and would not 
otherwise score 
higher

1

 ¨ In a heightened state of recovery, has a Wellness Recovery Action Plan 
(WRAP) or similar plan for promoting wellness, understands symptoms and 
strategies for coping with them, and is engaged with mental health sup-
ports as necessary.

 ¨ Age 17-23 and 
would not 
otherwise score 
higher

0  ¨ Age 24+ and no mental health or cognitive functioning issues disclosed, suspected or observed
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B. Physical Health & Wellness
PROMPTS CLIENT SCORE:

• How is your health?
• Do you feel you are getting all the care you need for your 

health?  When was the last time you saw a doctor? What 
was that for?

• Do you have a clinic or doctor that you usually go to?
• Any illness like diabetes, HIV, Hep C or anything like that 

going on?
• Do you have any reason to suspect you might be pregnant?  

Is that impacting your health in any way?  Have you talked 
with a doctor about your pregnancy?  Are you following the 
doctor’s advice?

• Anything going on right now with your health that you think 
would prevent you from living a full, healthy, happy life?

• Are there other professionals we could speak with that have 
knowledge of your health?

NOTES

Note: In this section, a current pregnancy can be considered a health issue.

SCORING

4

Any of the following:
 ¨ Co-occurring chronic health conditions 
 ¨ Attempting a treatment protocol for a chronic health condition, but the treatment is not 
improving health
 ¨ Pallative health condition

3

Presence of a health issue with any of the following:
 ¨ Not connected with professional resources to assist with a real or perceived serious health 
issue, by choice
 ¨ Single chronic or serious health concern but does not connect with professional resources 
because of insufficient community resources (e.g. lack of availability or affordability)
 ¨ Unable to follow the treatment plan as a direct result of homeless status

2

 ¨ Presence of a relatively minor physical health issue, which is managed and/or cared for with 
appropriate professional resources or through informed self-care
 ¨ Presence of a physical health issue, for which appropriate treatment protocols are followed, 
but there is still a moderate impact on their daily living

1

Single chronic or serious health condition, but all of the following are true:
 ¨ Able to manage the health issue and live a relatively active and healthy life 
 ¨ Connected to appropriate health supports
 ¨ Educated and informed on how to manage the health issue, take medication as necessary 
related to the condition, and consistently follow these requirements.

0  ¨ No serious or chronic health condition
 ¨ If any minor health condition, they are managed appropriately
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C. Medication
PROMPTS CLIENT SCORE:

• Have you recently been prescribed any medications by a 
health care professional?

• Do you take any medications prescribed to you by a doctor?
• Have you ever sold some or all of your prescription?
• Have you ever had a doctor prescribe you medication that 

you didn’t have filled at a pharmacy or didn’t take?
• Were any of your medications changed in the last month?  

If yes: How did that make you feel?
• Do other people ever steal your medications?
• Do you ever share your medications with other people?
• How do you store your medications and make sure you take 

the right medication at the right time each day?
• What do you do if you realize you’ve forgotten to take your 

medications?
• Do you have any papers or documents about the medica-

tions you take?

NOTES

SCORING

4

Any of the following:
 ¨ In the past 30 days, started taking a prescription which is having any negative impact on day 
to day living, socialization or mood
 ¨ Shares or sells prescription, but keeps less than is sold or shared
 ¨ Regularly misuses medication (e.g. frequently forgets; often takes the wrong dosage; uses 
some or all of medication to get high)
 ¨ Has had a medication prescribed in the last 90 days that remains unfilled, for any reason

3

Any of the following:
 ¨ In the past 30 days, started taking a prescription which is not having any negative impact on 
day to day living, socialization or mood
 ¨ Shares or sells prescription, but keeps more than is sold or shared
 ¨ Requires intensive assistance to manage or take medication (e.g., assistance organizing in a 
pillbox; working with pharmacist to blister-pack; adapting the living environment to be more 
conducive to taking medications at the right time for the right purpose, like keeping night-
time medications on the bedside table and morning medications by the coffeemaker)
 ¨Medications are stored and distributed by a third-party

2

Any of the following:
 ¨ Fails to take medication at the appropriate time or appropriate dosage, 1-2 times per week
 ¨ Self-manages medications except for requiring reminders or assistance for refills
 ¨ Successfully self-managing medication for fewer than 30 consecutive days

1  ¨ Successfully self-managing medications for more than 30, but less than 180, consecutive days

0
Any of the following:

 ¨ No medication prescribed to them
 ¨ Successfully self-managing medication for 181+ consecutive days
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D. Substance Use
PROMPTS CLIENT SCORE:

• When was the last time you had a drink or used drugs?
• Is there anything we should keep in mind related to drugs 

or alcohol?
• [If they disclose use of drugs and/or alcohol] How frequent-

ly would you say you use [specific substance] in a week?
• Ever get into fights, fall down and bang your head, or pass 

out when drinking or using other drugs?
• Have you ever used alcohol or other drugs in a way that 

may be considered less than safe?
• Do you ever end up doing things you later regret after you 

have gotten really hammered?
• Do you ever drink mouthwash or cooking wine or hand 

sanitizer or anything like that?
• Have you engaged with anyone professionally related to 

your substance use that we could speak with?

NOTES

Note: Consumption thresholds: 2 drinks per day or 14 total drinks in any one week period for men; 2 
drinks per day or 9 total drinks in any one week period for women.  “Under legal age” refers to under the 
age at which it is legal to purchase and consume the substance in question.

SCORING

4

 ¨ In a life-threatening health situation as a direct result of substance use, 
or,

In the past 30 days, any of the following are true...
 ¨ Substance use is almost daily (21+ times) and often to the point of 
complete inebriation
 ¨ Binge drinking, non-beverage alcohol use, or inhalant use 4+ times
 ¨ Substance use resulting in passing out 2+ times

FOR YOUTH

 ¨ First used drugs 
before age 12
 ¨ Scores a 2-3 and 
is under age 15
 ¨ Scores a 3 and is 
under legal age

3

 ¨ Experiencing serious health impacts as a direct result of substance use, 
though not (yet) in a life-threatening position as a result, or,

In the past 30 days, any of the following are true...
 ¨ Drug use reached the point of complete inebriation 12+ times
 ¨ Alcohol use usually exceeded the consumption thresholds (at least 5+ 
times), but usually not to the point of complete inebriation
 ¨ Binge drinking, non-beverage alcohol use, or inhalant use occurred 1-3 
times

 ¨ First used drugs 
aged 12-15
 ¨ Scores a 1 and is 
under age 15
 ¨ Scores a 2 and is 
under legal age

2

In the past 30 days, any of the following are true...
 ¨ Drug use reached the point of complete inebriation fewer than 12 
times
 ¨ Alcohol use exceeded the consumption thresholds fewer than 5 times

 ¨ Scores a 1 and is 
under legal age

1  ¨ In the past 365 days, no alcohol use beyond consumption thresholds, or,
 ¨ If making claims to sobriety, no substance use in the past 30 days

0  ¨ In the past 365 days, no substance use
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E. Experience of Abuse & Trauma
PROMPTS CLIENT SCORE:

*To avoid re-traumatizing the individual, ask selected ap-
proved questions as written.  Do not probe for details of the 
trauma/abuse.  This section is entirely self-reported.
• “I don’t need you to go into any details, but has there been 

any point in your life where you experienced emotional, 
physical, sexual or psychological abuse?”

• “Are you currently or have you ever received professional 
assistance to address that abuse?”

• “Does the experience of abuse or trauma impact your day 
to day living in any way?”

• “Does the experience of abuse or trauma impact your 
ability to hold down a job, maintain housing or engage in 
meaningful relationships with friends or family?”

• “Have you ever found yourself feeling or acting in a cer-
tain way that you think is caused by a history of abuse or 
trauma?”

• “Have you ever become homeless as a direct result of expe-
riencing abuse or trauma?”

NOTES

SCORING

4  ¨ A reported experience of abuse or trauma, believed to be a direct cause of their homelessness

3
 ¨ The experience of abuse or trauma is not believed to be a direct cause of homelessness, but 
abuse or trauma (experienced before, during, or after homelessness) is impacting daily func-
tioning and/or ability to get out of homelessness

2

Any of the following:
 ¨ A reported experience of abuse or trauma, but is not believed to impact daily functioning 
and/or ability to get out of homelessness
 ¨ Engaged in therapeutic attempts at recovery, but does not consider self to be recovered

1  ¨ A reported experience of abuse or trauma, and considers self to be recovered

0  ¨ No reported experience of abuse or trauma
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F. Risk of Harm to Self or Others
PROMPTS CLIENT SCORE:

• Do you have thoughts about hurting yourself or anyone 
else?  Have you ever acted on these thoughts?  When was 
the last time?

• What was occurring when you had these feelings or took 
these actions?

• Have you ever received professional help – including maybe 
a stay at hospital – as a result of thinking about or at-
tempting to hurt yourself or others?  How long ago was 
that?  Does that happen often?

• Have you recently left a situation you felt was abusive or 
unsafe?  How long ago was that?

• Have you been in any fights recently - whether you started 
it or someone else did?  How long ago was that?  How often 
do you get into fights?

NOTES

SCORING

4

Any of the following:
 ¨ In the past 90 days, left an abusive situation
 ¨ In the past 30 days, attempted, threatened, or actually harmed self or others
 ¨ In the past 30 days, involved in a physical altercation (instigator or participant)

3

Any of the following:
 ¨ In the past 180 days, left an abusive situation, but no exposure to abuse in the past 90 days
 ¨Most recently attempted, threatened, or actually harmed self or others in the past 180 days, 
but not in the past 30 days
 ¨ In the past 365 days, involved in a physical altercation (instigator or participant), but not in 
the past 30 days

2

Any of the following:
 ¨ In the past 365 days, left an abusive situation, but no exposure to abuse in the past 180 days
 ¨Most recently attempted, threatened, or actually harmed self or others in the past 365 days, 
but not in the past 180 days
 ¨ 366+ days ago, 4+ involvements in physical alterations

1  ¨ 366+ days ago, 1-3 involvements in physical alterations

0  ¨ Reports no instance of harming self, being harmed, or harming others
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G. Involvement in High Risk and/or Exploitive Situations
PROMPTS CLIENT SCORE:

• [Observe, don’t ask] Any abcesses or track marks from in-
jection substance use?

• Does anybody force or trick you to do something that you 
don’t want to do?

• Do you ever do stuff that could be considered dangerous 
like drinking until you pass out outside, or delivering drugs 
for someone, having sex without a condom with a casual 
partner, or anything like that?

• Do you ever find yourself in situations that may be consid-
ered at a high risk for violence?

• Do you ever sleep outside? How do you dress and prepare 
for that? Where do you tend to sleep?

NOTES

SCORING

4

Any of the following:
 ¨ In the past 180 days, engaged in 10+ higher risk and/or 
exploitive events
 ¨ In the past 90 days, left an abusive situation

YOUTH PREGNANCY

 ¨ Under the age of 24, and has 
ever become pregnant

3

Any of the following:
 ¨ In the past 180 days, engaged in 4-9 higher risk and/or 
exploitive events
 ¨ In the past 180 days, left an abusive situation, but not in 
the past 90 days

 ¨ Under the age of 24, and 
has ever gotten someone 
else pregnant, and wouldn’t 
otherwise score a 4

2
Any of the following:

 ¨ In the past 180 days, engaged in 1-3 higher risk and/or exploitive events
 ¨ 181+ days ago, left an abusive situation

1  ¨ In the past 365 days, any involvement in higher risk and/or exploitive events, but not in the 
past 180 days

0  ¨ In the past 365 days, no involvement in higher risk and/or exploitive events
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H. Interaction with Emergency Services
PROMPTS CLIENT SCORE:

• How often do you go to emergency rooms?
• How many times have you had the police speak to you over 

the past 180 days?
• Have you used an ambulance or needed the fire depart-

ment at any time in the past 180 days?
• How many times have you called or visited a crisis team or 

a crisis counselor in the last 180 days?
• How many times have you been admitted to hospital in the 

last 180 days? How long did you stay?

NOTES

Note: Emergency service use includes: admittance to emergency room/department; hospitalizations; 
trips to a hospital in an ambulance; crisis service, distress centers, suicide prevention service, sexual as-
sault crisis service, sex worker crisis service, or similar service; interactions with police for the purpose 
of law enforcement; interactions with fire service in emergency situations.

SCORING

4  ¨ In the past 180 days, cumulative total of 10+ interactions with emergency services

3  ¨ In the past 180 days, cumulative total of 4-9 interactions with emergency services

2  ¨ In the past 180 days, cumulative total of 1-3 interactions with emergency services

1  ¨ Any interaction with emergency services occurred more than 180 days ago but less than 365 
days ago

0  ¨ In the past 365 days, no interaction with emergency services
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I. Legal
PROMPTS CLIENT SCORE:

• Do you have any “legal stuff” going on?
• Have you had a lawyer assigned to you by a court?
• Do you have any upcoming court dates? Do you think 

there’s a chance you will do time?
• Any involvement with family court or child custody matters?
• Any outstanding fines?
• Have you paid any fines in the last 12 months for anything?
• Have you done any community service in the last 12 months?
• Is anybody expecting you to do community service for any-

thing right now?
• Did you have any legal stuff in the last year that got 

dismissed?
• Is your housing at risk in any way right now because of 

legal issues?

NOTES

SCORING

4

Any of the following:
 ¨ Current outstanding legal issue(s), likely to result in fines of 
$500+
 ¨ Current outstanding legal issue(s), likely to result in incar-
ceration of 3+ months (cumulatively), inclusive of any time 
held on remand

JUVENILE DELINQUENCY

 ¨ The youth is under the 
age of 18 and has current 
outstanding legal issue(s) 
that are likely to result in 
incarceration

3

Any of the following:
 ¨ Current outstanding legal issue(s), likely to result in fines 
less than $500
 ¨ Current outstanding legal issue(s), likely to result in incar-
ceration of less than 90 days (cumulatively), inclusive of any 
time held on remand

 ¨ The youth is under the age 
of 24 and was ever incarcer-
ated while still a minor, and 
would not otherwise score 
a 4

2

Any of the following:
 ¨ In the past 365 days, relatively minor legal issue has occurred and was resolved through 
community service or payment of fine(s)
 ¨ Currently outstanding relatively minor legal issue that is unlikely to result in incarceration 
(but may result in community service)

1  ¨ There are no current legal issues, and any legal issues that have historically occurred have 
been resolved without community service, payment of fine, or incarceration

0  ¨ Has not had any legal issues within the past 365 days, and currently no conditions of release
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J. Managing Tenancy
PROMPTS CLIENT SCORE:

• Are you currently homeless?
• Have you ever signed a lease?  How did that go?
• [If the person is housed] Do you have an eviction notice?
• [If the person is housed] Do you think that your housing is 

at risk?
• How is your relationship with your neighbors?
• How do you normally get along with landlords (or your 

parents/guardian(s))?
• How have you been doing with taking care of your place?

NOTES

Note: Housing matters include: conflict with landlord and/or neighbors, damages to the unit, payment 
of rent on time and in full.  Payment of rent through a third party is not considered to be a short-coming 
or deficiency in the ability to pay rent.

SCORING

4

Any of the following:
 ¨ Currently homeless
 ¨ In the next 30 days, will be re-housed or return to homelessness
 ¨ In the past 365 days, was re-housed 6+ times
 ¨ In the past 90 days, support worker(s) have been cumulatively 
involved 10+ times with housing matters

RUNAWAYS

 ¨ In the past 90 days, 
ran away from foster 
home, group home, 
or parent’s home

3

Any of the following:
 ¨ In the next 60 days, will be re-housed or return to homelessness, 
but not in next 30 days
 ¨ In the past 365 days, was re-housed 3-5 times 
 ¨ In the past 90 days, support worker(s) have been cumulatively 
involved 4-9 times with housing matters

 ¨ In the past 365 days, 
ran away from foster 
home, group home, 
or parent’s home, 
but not in the past 
90 days

2

Any of the following:
 ¨ In the past 365 days, was re-housed 2 times
 ¨ In the past 180 days, was re-housed 1+ times, but not in the past 
60 days
 ¨ For the past 90 days, was continuously housed, but not for more 
than 180 days
 ¨ In the past 90 days, support worker(s) have been cumulatively 
involved 1-3 times with housing matters

 ¨ Ran away from foster 
home, group home, 
or parent’s home, 
but not in the past 
365 days

1

Any of the following:
 ¨ In the past 365 days, was re-housed 1 time
 ¨ For the past 180 days, was continuously housed, with no assistance with housing matters, 
but not for more than 365 days

0  ¨ For the past 365+ days, was continuously housed in same unit, with no assistance with housing 
matters
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K. Personal Administration & Money Management
PROMPTS CLIENT SCORE:

• How are you with taking care of money?
• How are you with paying bills on time and taking care of 

other financial stuff?
• Do you have any street debts?
• Do you have any drug or gambling debts?
• Is there anybody that thinks you owe them money?
• Do you budget every single month for every single thing 

you need? Including cigarettes? Booze? Drugs?
• Do you try to pay your rent before paying for anything else?
• Are you behind in any payments like child support or stu-

dent loans or anything like that?

NOTES

SCORING

4

Any of the following:
 ¨ Cannot create or follow a budget, regardless of supports provided
 ¨ Does not comprehend financial obligations
 ¨ Does not have an income (including formal and informal sources)
 ¨ Not aware of the full amount spent on substances, if they use substances
 ¨ Substantial real or perceived debts of $1,000+, past due or requiring monthly payments

3

Any of the following:
 ¨ Requires intensive assistance to create and manage a budget (including any legally man-
dated guardian/trustee that provides assistance or manages access to money)
 ¨ Only understands their financial obligations with the assistance of a 3rd party
 ¨ Not budgeting for substance use, if they are a substance user
 ¨ Real or perceived debts of $999 or less, past due or requiring monthly payments

2

Any of the following:
 ¨ In the past 365 days, source of income has changed 2+ times
 ¨ Budgeting to the best of ability (including formal and informal sources), but still short of 
money every month for essential needs
 ¨ Voluntarily receives assistance creating and managing a budget or restricts access to their 
own money (e.g. guardian/trusteeship)
 ¨ Has been self-managing financial resources and taking care of associated administrative 
tasks for less than 90 days

1  ¨ Has been self-managing financial resources and taking care of associated administrative tasks 
for at least 90 days, but for less than 180 days

0  ¨ Has been self-managing financial resources and taking care of associated administrative tasks 
for at least 180 days
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L. Social Relationships & Networks
PROMPTS CLIENT SCORE:

• Tell me about your friends, family and other people in your 
life.  How often do you get together or chat?

• How do you get along with teachers, doctors, police offi-
cers, case workers, and other professionals?

• Are there any people in your life that you feel are just using 
you?

• Are there any of your closer friends that you feel are always 
asking you for money, smokes, drugs, food or anything like 
that?

• Have you ever had people crash at your place that you did 
not want staying there?

• Have you ever been kicked out of where you were living be-
cause of something that friends or family did at your place?

• Have you ever been concerned about not following your 
lease agreement because of your friends or family?

NOTES

SCORING

4

Any of the following:
 ¨ In the past 90 days, left an exploitive, abusive or dependent relationship, or left home due 
to family violence or conflict over religious or moral differences, including sexual orientation
 ¨ Friends, family or other people are placing security of housing at imminent risk, or impact-
ing life, wellness, or safety
 ¨ No friends or family and demonstrates no ability to follow social norms
 ¨ Currently homeless and would classify most of friends and family as homeless

3

Any of the following:
 ¨ In the past 90-180 days, left an exploitive, abusive or dependent relationship, or left home 
due to family violence or conflict over religious or moral differences
 ¨ Friends, family or other people are having some negative consequences on wellness or 
housing stability
 ¨ No friends or family but demonstrating ability to follow social norms
 ¨Meeting new people with an intention of forming friendships, or reconnecting with previous 
friends or family members, but experiencing difficulty advancing the relationship
 ¨ Currently homeless, and would classify some of friends and family as being housed, while 
others are homeless

2

Any of the following:
 ¨More than 180 days ago, left an exploitive, abusive or dependent relationship, or left home 
due to family violence or conflict over religious or moral differences
 ¨ Developing relationships with new people but not yet fully trusting them
 ¨ Currently homeless, and would classify friends and family as being housed

1  ¨ Has been housed for less than 180 days, and is engaged with friends or family, who are having 
no negative consequences on the individual’s housing stability

0  ¨ Has been housed for at least 180 days, and is engaged with friends or family, who are having no 
negative consequences on the individual’s housing stability
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M. Self Care & Daily Living Skills
PROMPTS CLIENT SCORE:

• Do you have any worries about taking care of yourself?
• Do you have any concerns about cooking, cleaning, laundry 

or anything like that?
• Do you ever need reminders to do things like shower or 

clean up?
• Describe your last apartment.
• Do you know how to shop for nutritious food on a budget?
• Do you know how to make low cost meals that can result in 

leftovers to freeze or save for another day?
• Do you tend to keep all of your clothes clean?
• Have you ever had a problem with mice or other bugs like 

cockroaches as a result of a dirty apartment?
• When you have had a place where you have made a meal, 

do you tend to clean up dishes and the like before they get 
crusty?

NOTES

SCORING

4

Any of the following:
 ¨ No insight into how to care for themselves, their apartment or their surroundings
 ¨ Currently homeless and relies upon others to meet basic needs (e.g. access to shelter, show-
ers, toilet, laundry, food, and/or clothing) on an almost daily basis
 ¨ Engaged in hoarding or collecting behavior and is not aware that it is an issue in her/his life

3

Any of the following:
 ¨ Has insight into some areas of how to care for themselves, their apartment or their sur-
roundings, but misses other areas because of lack of insight
 ¨ In the past 180 days, relied upon others to meet basic needs (e.g. access to shelter, showers, 
toilet, laundry, food, and/or clothing), 14+ days in any 30-day period
 ¨ Engaged in hoarding or collecting behavior and is aware that it is an issue in her/his life

2

Any of the following:
 ¨ Fully aware and has insight in all that is required to take care of themselves, their apartment 
and their surroundings, but has not yet mastered the skills or time management to fully 
execute this on a regular basis
 ¨ In the past 180 days, relied upon others to meet basic needs (e.g. access to shelter, showers, 
toilet, laundry, food, and/or clothing), fewer than 14 days in every 30-day period

1  ¨ In the past 365 days, accessed community resources 4 or fewer times, and is fully taking care of 
all their daily needs

0  ¨ For the past 365+ days, fully taking care of all their daily needs independently
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N. Meaningful Daily Activity
PROMPTS CLIENT SCORE:

• How do you spend your day?
• How do you spend your free time?
• Does that make you feel happy/fulfilled?
• How many days a week would you say you have things to do 

that make you feel happy/fulfilled?
• How much time in a week would you say you are totally 

bored?
• When you wake up in the morning, do you tend to have an 

idea of what you plan to do that day?
• How much time in a week would you say you spend doing 

stuff to fill up the time rather than doing things that you 
love?

• Are there any things that get in the way of you doing the 
sorts of activities you would like to be doing?

NOTES

SCORING

4

 ¨ No planned, legal activities described as providing 
fulfillment or happiness

SCHOOL-AGED YOUTH

 ¨ Not enrolled in school and with no 
planned, legal activities described as 
providing fulfillment or happiness

3

 ¨ Discussing, exploring, signing up for and/or 
preparing for new activities or to re-engage with 
planned, legal activities that used to provide 
fulfillment or happiness

 ¨ Enrolled in school, but attending class 
fewer than 3 days per week

2

 ¨ Attempting new or re-engaging with planned, 
legal activities that used to provide fulfillment or 
happiness, but uncertain that activities selected 
are currently providing fulfillment or happiness, or 
the individual is not fully committed to continuing 
the activities.

 ¨ Enrolled in school, and attending class 
3 days per week

1  ¨ 1-3 days per week, has planned, legal activities 
described as providing fulfillment or happiness

 ¨ Enrolled in school and attending class 4 
days per week

0  ¨ 4+ days per week, has planned, legal activities 
described as providing fulfillment or happiness

 ¨ Enrolled in school and maintaining 
regular attendance



©2015 OrgCode Consulting Inc.  All rights reserved.
1 (800) 355-0420    info@orgcode.com    www.orgcode.com

SERVICE PRIORITIZATION DECISION ASSISTANCE TOOL (SPDAT)

SINGLE YOUTH VERSION 1.0

  19

O. History of Homelessness & Housing
PROMPTS CLIENT SCORE:

• How long have they been homeless?
• How many times have they been homeless in their life other 

than this most recent time?
• Have they spent any time sleeping on a friend’s couch or 

floor? And if so, during those times did they consider that 
to be their permanent address?

• Have they ever spent time sleeping in a car or alleyway or 
garage or barn or bus shelter or anything like that?

• Have they ever spent time sleeping in an abandoned 
building?

• Were they ever in hospital or jail for a period of time when 
they didn’t have a permanent address to go to when they 
got out?

NOTES

SCORING

4  ¨ Over the past 10 years, cumulative total of 5+ years of homelessness

3  ¨ Over the past 10 years, cumulative total of 2+ years but fewer than 5 years of homelessness

2  ¨ Over the past 4 years, cumulative total of 30+ days but fewer than 2 years of homelessness

1  ¨ Over the past 4 years, cumulative total of 7+ days but fewer than 30 days of homelessness

0  ¨ Over the past 4 years, cumulative total of 7 or fewer days of homelessness
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Client: Worker: Version: Date:

COMPONENT SCORE COMMENTS

MENTAL HEALTH & 
WELLNESS AND COGNITIVE 

FUNCTIONING

PHYSICAL HEALTH & 
WELLNESS

MEDICATION

SUBSTANCE USE

EXPERIENCE OF ABUSE AND/
OR TRAUMA

RISK OF HARM TO SELF OR 
OTHERS

INVOLVEMENT IN HIGH 
RISK AND/OR EXPLOITIVE 

SITUATIONS

INTERACTION WITH 
EMERGENCY SERVICES
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Client: Worker: Version: Date:

COMPONENT SCORE COMMENTS

LEGAL INVOLVEMENT

MANAGING TENANCY

PERSONAL ADMINISTRATION 
& MONEY MANAGEMENT

SOCIAL RELATIONSHIPS & 
NETWORKS

SELF-CARE & DAILY LIVING 
SKILLS

MEANINGFUL DAILY 
ACTIVITIES

HISTORY OF HOUSING & 
HOMELESSNESS

TOTAL

Score: Recommendation:

0-19: No housing intervention

20-34: Rapid Re-Housing

35-60: Permanent Supportive Housing/Housing First



©2015 OrgCode Consulting Inc.  All rights reserved.
1 (800) 355-0420    info@orgcode.com    www.orgcode.com

SERVICE PRIORITIZATION DECISION ASSISTANCE TOOL (SPDAT)

SINGLE YOUTH VERSION 1.0

  22

Appendix A: About the SPDAT
OrgCode Consulting, Inc. is pleased to announce the release of Version 4 of the Service Prioritization 
Decision Assistance Tool (SPDAT). Since its release in 2010, the SPDAT has been used with over 10,000 
unique individuals in over 100 communities across North America and in select locations around the 
world.

Originally designed as a tool to help prioritize housing services for homeless individuals based upon their 
acuity, the SPDAT has been successfully adapted to other fields of practice, including: discharge plan-
ning from hospitals, work with youth, survivors of domestic violence, health research, planning supports 
for consumer survivors of psychiatric care systems, and in work supporting people with fetal alcohol 
spectrum disorders. We are encouraged that so many service providers and communities are expanding 
the use of this tool, and OrgCode will continue to support the innovative use of the SPDAT to meet local 
needs.

SPDAT Design
The SPDAT is designed to:

• Help prioritize which clients should receive what type of housing assistance intervention, and assist in 
determining the intensity of case management services

• Prioritize the sequence of clients receiving those services
• Help prioritize the time and resources of Frontline Workers
• Allow Team Leaders and program supervisors to better match client needs to the strengths of specific 

Frontline Workers on their team
• Assist Team Leaders and program supervisors to support Frontline Workers and establish service priori-

ties across their team
• Provide assistance with case planning and encourage reflection on the prioritization of different ele-

ments within a case plan
• Track the depth of need and service responses to clients over time

The SPDAT is NOT designed to:

• Provide a diagnosis
• Assess current risk or be a predictive index for future risk
• Take the place of other valid and reliable instruments used in clinical research and care

The SPDAT is only used with those clients who meet program eligibility criteria. For example, if there is 
an eligibility criterion that requires prospective clients to be homeless at time of intake to be eligible for 
Housing First, then the pre-condition must be met before pursuing the application of the SPDAT. For that 
reason, we have also created the VI-SPDAT as an initial screening tool.

The SPDAT is not intended to replace clinical expertise or clinical assessment tools. The tool complements 
existing clinical approaches by incorporating a wide array of components that provide both a global and 
detailed picture of a client’s acuity. Certain components of the SPDAT relate to clinical concerns, and it is 
expected that intake professionals and clinicians will work together to ensure the accurate assessment of 
these issues. In fact, many organizations and communities have found the SPDAT to be a useful method 
for bridging the gap between housing, social services and clinical services.
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Version 4
The SPDAT has been influenced by the experience of practitioners in its use, persons with lived experience 
that have had the SPDAT implemented with them, as well as a number of other excellent tools such as (but 
not limited to) the Outcome Star, Health of the Nation Outcome Scale, Denver Acuity Scale, Camberwell 
Assessment of Needs, Vulnerability Index, and Transition Aged Youth Triage Tool.

In preparing SPDAT v4, we have adopted a comprehensive and collaborative approach to changing and 
improving the SPDAT. Communities that have used the tool for three months or more have provided us 
with their feedback. OrgCode staff have observed the tool in operation to better understand its imple-
mentation in the field. An independent committee composed of service practitioners and academics 
review enhancements to the SPDAT. Furthermore, we continue to test the validity of SPDAT results through 
the use of control groups. Overall, we consistently see that groups assessed with the SPDAT have better 
long-term housing and life stability outcomes than those assessed with other tools, or no tools at all.

OrgCode intends to continue working with communities and persons with lived experience to make future 
versions of the SPDAT even better. We hope all those communities and agencies that choose to use this 
tool will remain committed to collaborating with us to make those improvements over time.

Version 4 builds upon the success of Version 3 of the SPDAT with some refinements. Starting in August 
2014, a survey was launched of existing SPDAT users to get their input on what should be amended, im-
proved, or maintained in the tool. Analysis was completed across all of these responses. Further research 
was conducted. Questions were tested and refined over several months, again including the direct voice 
of persons with lived experience and frontline practitioners. Input was also gathered from senior govern-
ment officials that create policy and programs to help ensure alignment with guidelines and funding 
requirements.

The major differences from Version 3 to Version 4 include:

• The structure of the tools is the same: four domains (five for families) with components aligned to 
specific domains. The names of the domains and the components remain unchanged.

• The scoring of the tools is the same: 60 points for singles, and 80 points for families.
• The scoring tables used to run from 0 through to 4. They are now reversed with each table starting at 4 

and working their way down to 0. This increases the speed of assessment.
• The order of the tools has changed, grouped together by domain.
• Language has been simplified.
• Days are used rather than months to provide greater clarification and alignment to how most databases 

capture periods of time in service.
• Greater specificity has been provided in some components such as amount of debts.

Youth SPDAT
To complement the launch of the Next Step Tool, OrgCode has also created a modified version of the 
Service Prioritization Decision Assistance Tool (SPDAT) for use specifically with youth.

The Youth SPDAT was developed based on feedback from many communities using the SPDAT who identi-
fied the need for a complete assessment tool that emphasized the unique issues faced by homeless 
youth.
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Appendix B: Where the SPDAT is being used (as of May 2015)
United States of America
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Arizona
• Statewide
California
• Oakland/Alameda County CoC
• Richmond/Contra Costa County CoC
• Watsonville/Santa Cruz City & County CoC
• Napa City & County CoC
• Los Angeles City & County CoC
• Pasadena CoC
• Glendale CoC
District of Columbia 
• District of Columbia CoC
Florida
• Sarasota/Bradenton/Manatee, Sarasota 

Counties CoC
• Tampa/Hillsborough County CoC
• St. Petersburg/Clearwater/Largo/Pinellas 

County CoC
• Orlando/Orange, Osceola, Seminole 

Counties CoC
• Jacksonville-Duval, Clay Counties CoC
• Palm Bay/Melbourne/Brevard County CoC
• West Palm Beach/Palm Beach County CoC
Georgia
• Atlanta County CoC
• Fulton County CoC
• Marietta/Cobb County CoC
• DeKalb County CoC
Iowa
• Parts of Iowa Balance of State CoC
Kentucky
• Louisville/Jefferson County CoC
Louisiana
• New Orleans/Jefferson Parish CoC

Maryland
• Baltimore City CoC
Maine
• Statewide
Michigan
• Statewide
Minnesota
• Minneapolis/Hennepin County CoC
• Northwest Minnesota CoC
• Moorhead/West Central Minnesota CoC
• Southwest Minnesota CoC
Missouri
• Joplin/Jasper, Newton Counties CoC
North Carolina
• Winston Salem/Forsyth County CoC
• Asheville/Buncombe County CoC
• Greensboro/High Point CoC
North Dakota
• Statewide
Nevada
• Las Vegas/Clark County CoC
New York
• Yonkers/Mount Vernon/New Rochelle/

Westchester County CoC
Ohio
• Canton/Massillon/Alliance/Stark County 

CoC
• Toledo/Lucas County CoC
Oklahoma
• Tulsa City & County/Broken Arrow CoC
• Oklahoma City CoC
Pennsylvania
• Lower Marion/Norristown/Abington/

Montgomery County CoC

• Bristol/Bensalem/Bucks County CoC
• Pittsburgh/McKeesport/Penn Hills/

Allegheny County CoC
Rhode Island
• Statewide
South Carolina
• Charleston/Low Country CoC
Tennessee
• Memphis/Shelby County CoC
Texas
• San Antonio/Bexar County CoC
• Austin/Travis County CoC
Utah
• Salt Lake City & County CoC
• Utah Balance of State CoC
• Provo/Mountainland CoC
Virginia
• Virginia Beach CoC
• Arlington County CoC
Washington
• Spokane City & County CoC
Wisconsin
• Statewide
West Virginia
• Statewide
Wyoming
• Wyoming is in the process of implementing 

statewide
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�����������	
��� �������������������������������������������� �!��"��#�����$���%�����!�������&�����'�����������!�!�����$(�	�%�)��*��+

�!!���������,������,�����������%-�./%& &��0��#12��3/�!1������/���1����!�� /!���� �&4#���%"��
""�
5#�	%"#%4�����&4#���%"��
""�
5#�	+ ��#
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Yes No

2021 HUD CoC New or Bonus Project 

Applicant Score Sheet

Section A: Project Application Threshold

Review Date:

Scoring Overview

Project Score:

0

As determined by HUD and the CoC Governance Board, community priority will be given to eligible projects in the following 

order:

Priority 1: Renewal Coordinated Entry System (CES) and Homeless Management Information (HMIS) System Projects 

Priority 2:  Renewal Permanent Housing (PH) Projects 

Priority 3: Renewal Reallocation Permanent Housing Projects 

Priority 4:  New Permanent Housing Projects

Priority 5:  New CES and HMIS Projects

Priority 6: New Joint TH-PH Housing Projects

All new projects and any renewal projects with less than 6 months of HMIS data will be scored utilizing the following materials: 

Project application, Agency policies and procedures, agency fiscal information, 2021 HIC and 2020-2021 CoC membership report.  

Agency Name: 

Program Name: 

Program Year:

4. Project agrees to use Housing First principles and be low barrier

5. Project has documented the required matching funds (Match must be dated 

August 2021 or after)

Eligibility Criteria

1.  Projects must be in  compliance with the eligibility requirements of the 

CoC Interim Rule, subsequent notices and must meet the threshold 

requirements outlined in the 2021 Notice of Funding Availability

2. Projects are required to participate in HMIS, unless the project is a victim-

service agency, serving survivors of domestic violence, or a legal services 

agency.

3. Projects are required to participate in Coordinated Entry, when it is 

available for the project type.

Scoring Values

If any response is 'No' project is 

not eligible for review

6. Audit shows agency as a low risk auditee & no major findings. 

7. Applicant has a Code of Conduct which complies with 2 CFR part 200

8. Member in good standing of Northeast Florida CoC

Reviewer Name:



Source Score

0

If less than 10% of grant funds spent, then project will 

receive 10 points;

Less than 10-15% then 7 points

Less than 16-20% then 4 points

Section B: Sub-Total

Applicant Returned funds to HUD or other federal or state 

agency within 2 years. 

Section B: Project Financials- 30 Points

Total Points Possible: 

10

If there were no findings: 

10pts

If minor findings: 5pts

If major or significant 

applicant ineligible

Total Points   Possible: 

10 pts

10-15% - 7 pts

16-20% - 4 pts 

Total Points Possible: 5

No funds returned: 5 pts.

If Yes:

Explanation addresses all 

concerns: 3pts

Explanation addresses 

some concerns: 1pt

Explanation fails to 

address concerns: 0pts

Repay/Return Grant 

Funds

HUD CoC 

Spending 

Report

Unspent Local, State, 

and or Federal Funds 

(HUD, VA, etc.)

HUD-Line of 

Credit Control 

System 

(LOCCS)

Review of Auditor's Report Financials

2020 Audited 

Financials and 

990 submitted

Measurement Data Calculations Scoring Values

HUD Unresolved 

Findings

Has outstanding obligation/debt to HUD in arrears or with 

payment schedule pending

Total Points Possible: 5

No unresolved findings: 

5 pts.

If Yes:

Explanation addresses all 

concerns: 2pts

Explanation fails to 

address concerns: 0pts



Source Score

0

Total Points Possible: 

20

90% + = 20 pts

85% -89% = 15 pts

80% - 84% = 10pts  

   79%-70% = 5 pts                                             

 < 69% or no data = 0 pts

Total Points Possible: 

10

5% or less = 10 pts

6% - 10% = 8 pts

11% - 15% = 6 pts                                      

16% - 20% = 4 pts

> 19% or no data= 0 pts

Increase Income and 

Ability to Live 

Independently

Project 

Application

Total Points Possible: 

20    

Awarded by scoring 

review staff scaled from 

0 to 20

Exits to 

Homelessness:

% of program exits to 

another homeless 

destination

RRH and TH 

Housing Stability: 

% of persons who 

exited any current RRH 

or TH project managed 

by the applicant to a 

positive housing 

destination over the last 

12 month period

HUD CoC 

APR or 

Agency Data

HUD CoC 

APR or 

Agency Data

Proposal describes how clients will be assisted to increase 

employment and other income and to access mainstream 

benefits (including healthcare) to maximize their ability to 

live independently. 

Section C: Subtotal

Section C: Project Performance - 50 Points

Percentage of the Total number of Retained Clients + 

Clients with Positive Exits out of the Total Non-Deceased 

Clients Served. 

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to housing stability  such as number of 

persons place in permanent housing, length of time in 

housing, etc.   *Project will be either PSH or RRH and 

TH - not both.

Data Calculations

Total persons exiting to positive housing 

destinations/Total person exited program

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to housing stability such as number of 

persons place in permanent housing, length of time in 

housing, etc.  *Project will be either PSH or RRH and 

TH - not both.

Percentage of exits to place not meant for human 

habitation,  emergency shelter, including hotel or motel 

paid for with emergency shelter voucher, safe haven or 

transitional housing

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to exits to homelessness

Total Points Possible: 

20

90% + = 20 pts

89% - 80% = 15 pts

79% - 75% = 10pts                                         

74% - 70% = 5pts

< 69% or no data = 0 pts

Measurement Scoring Values

PSH Housing 

Stability: 

% of persons who 

remain in any current 

PSH project or exited 

to a permanent housing 

destination managed by 

the applicant at the end 

of the last 12 month 

period  

HUD CoC 

Annual 

Performance 

Report (APR) 

or Agency 

Data



Report Score

Project 

Application

0Section D: Subtotal

Priority Population- 

Applicable Sub-

Populations 

Project Start Date

HUD CoC 

APR

Total Points Possible: 

10 

For each project type if 

yes to serving a priority 

population the applicant 

will receive 10 pts.

Street Homeless 

Placements:

HUD CoC 

APR or 

Agency Data

Total Points Possible: 

10

IF PSH or RRH Project

80% + = 10 pts                                              

79.9%-70 = 7 pts                                            

69.9% - 60 = 4 pts                                                            

< 60% = 0 pts                                                           

IF TH Project

70% + = 10 pts                                             

69.9%-60 = 7 pts                                       

59.9%-50 = 7 pts                                                           

< 50% = 0 pts

The percentage of participants entering the project for the 

grant year that are from a place not meant for human  or 

Emergency Shelter

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to program entries from homelessness

PSH: Either Chronically Homeless Families with Children 

and/or Chronically Homeless Veterans in addition to at 

least one of the following: Persons with Substance Abuse 

Disorders, Persons with Severe Mental Illnesses, 

Survivors of Domestic Violence. NOTE all Beds must be 

dedicated to chronically homeless persons or 

DedicatedPLUS

RRH: Unaccompanied LGBTQ Youth, Youth Families 

with Children, Survivors of Domestic Violence/Victims of 

Human Trafficking

TH or TH-RRH: DV or youth

Data Calculations

Section D: Serving Priority Populations - 30 pts

Measurement Scoring Values

Racial Equity

Identified barriers to participation faced by individuals of 

different races and ethnicities, especially those over-

represented and process taken or planned steps to 

eliminate barriers. 

Total Points Possible: 

10 pts. 

Project application 

must clearly 

state/reference its 

distribution of race and 

ethnicity steps 

taken/will be taken to 

eliminate barriers. 



Report Score

0

Section E: Subtotal

HMIS Capacity Project 

Application

Total Points Possible: 

15

Yes to all and the project 

will be awarded 

maximum points;

No to any and the project 

will score zero

Scoring Values

Applicant demonstrates that the agency has the experience 

and organizational capacity to adhere to HMIS regulations 

and privacy policies, and agrees to input client and 

program information into HMIS within 24 hours of 

administered service provision. The agency has developed 

a well-defined comprehensive Data Integrity Plan that 

establishes an effective and continuous process to ensure 

high quality data entry and maintenance in HMIS

Data Calculations

Section E: HMIS Data - 15 Points 

Measurement



Report Score

0Section F: Subtotal

Alignment with 

Housing First 

Principles

Housing First 

Questionnaire

Total Points Possible: 

16

Each No answer will be 

awarded 1 point; with the 

maximum of 16 points. 

The higher the score, the 

closer the project is to 

Housing First

Section F: Agency Commitment to COC Priorities - 26 points

Measurement Data Calculations Scoring Values

To what extent do the project’s written policies and 

procedures ensure that participants are not screened 

out based on the following criteria? 

• Having too little or no income

• Failure to participate in supportive services (with 

exception for HUD-mandated monthly case management 

meeting for RRH program participants).

• Active, or history of, substance use or a substance use 

disorder 

• Having a criminal record (with exceptions for state-

mandated restrictions)

• History or survivor of domestic violence                                                  

Project 

Application

Proposal describes how the project will comply with the  

COC’s Coordinated Entry procedures and applicant 

demonstrates a understanding of the COC Coordinated 

Entry process and has described a clear project entry 

process that prioritizes rapid placement and stabilization in 

permanent housing.

Coordinated Entry 

Process 

Total Points Possible: 

10

Awarded by scoring 

review staff scaled from 

0 to 10



Report Score

COC 

Committee  

participation

0

Section G: Subtotal

COC Participation

COC 

Membership  

participation

Sign Up Sheets for CoC General Membership 

Participation  

Total Points Possible:  5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts

COC Participation Sign Up Sheets for CoC  Committees Participation  

Total Points Possible:  5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts

Section G: COC Participation - 20 Points

Measurement Data Calculations Scoring Values

COC Participation

Point-in-Time 

(PIT) and 

Housing 

Inventroy Count 

(HIC) 

Involvement

2021 PIT Sign Ups and Participation; Agency submission 

of 2021 HIC 

Total Points Possible: 

10

PIT Participation = 5 pts

HIC Submission = 5 pts



Report Score

Project 

Application

 Project 

Application 

Summary 

Budget

Project 

Application

Project 

Implementation 

Timeline

Proposed timeline for project implementation and 

occupancy is reasonable. Activities are described for 60 

days, 90 days, 120 and 180 days after award. First client 

will be housed within 90 days of award and all clients will 

be housed within 180 days of award.

Total Points Possible: 5

Awarded by scoring 

review staff scaled from 

0 to 5

Cost Effectiveness

Project is cost effective

Considered Elements: Cost effective (number of persons 

served/requested total) as compared to other projects or 

proposals providing the same component 

If YES, ADD 5 pts.

Access to Mainstream 

Benefits

Applicant or  project partner has process in place to ensure 

enrollment in mainstream benefits

If YES, ADD 5 pts.

If NO, but will perform 

same function, ADD 3 

pts.

Measurement Data Calculations Scoring Values

Design of Housing
Project 

Application

Housing where participants will reside is fully 

described and appropriate to the program design 

proposed.

• Is the project staffed appropriately and trained to operate 

the housing?

• Is the housing accessible to community amenities such as 

grocery stores, pharmacy, schools, jobs and healthcare?

• Will the program be physically accessible to persons 

with disabilities? 

Total Points Possible: 5

Awarded by scoring 

review staff scaled from 

0 to 5

Supportive Services 

Plan

Project 

Application

Supportive Services plan includes provision of 

comprehensive case management and appropriate 

supportive services of the type, scale and location to 

meet the needs of program participants (as well as 

transportation if necessary), using a Housing First 

model and Applicant demonstrates staff experience 

and commits to Trauma-Informed Care and use of a 

Victim-Centered approach

• Is the project staffed appropriately and are staff trained 

to provide the services? 

• Is the program design to be accessible to all eligible 

clients? 

• Will the project use evidence-based practices? 

Total Points Possible: 5

Awarded by scoring 

review staff scaled from 

0 to 5

Section H: Project Design - 65 Points



Project 

Application

Project 

Application

Agency written 

policies and 

procedures

Project 

Application

Project 

Application

Project 

Application

0

Report Score

0

Gender Inclusion/Non-

Discrimination Policy

Applicant ensures inclusion and non-discrimination based 

on equal access criteria
If YES, ADD 5 pts.

Section H: Subtotal 

Section I: Bonus Points - 15 Possible Points

Measurement Data Calculations Scoring Values

School Liaison

Project partner has committed to have a designated staff 

person whose responsibilities include ensuring children are 

enrolled in school and receive appropriate services as 

required

If YES, ADD  5 pts.

Client Satisfaction 

Surveys

Award 5 points for a “Yes” response. If response is "No" 

then the project will score zero
If YES, ADD 5 pts.

Participation by 

population served

Does the agency have written policies and procedures 

submitted by the project and/or a narrative response 

demonstrating client participation in program design 

and policy-making? Yes and the maximum points will be 

awarded; No and zero points will be awarded

If YES, ADD 5 pts.

Partnering with 

Housing, Health and 

Services Agencies

Project 

Application

Project application demonstrates this partnership 

through leverage and match 
Total Points: 10 pts 

Section I: Subtotal

Partnering with 

Housing, Health, and 

Services Agencies

1. Project works closely with public and private healthcare 

organizations; 

2. partners with PHAs and state and local housing 

organizations to utilize coordinated entry, develop housing 

units and provide housing; 

3. partners with local workforce development centers 

Total Points Possible: 

15 pts

15 pts if project 

includes all three 

elements.

10 pts if two elements.

5 pts if one element.

0 pts if none. 

COVID Response
The project has implemented COVID-19 safety protocols 

including but not limited to testing, vaccinations, etc.  
Total Points: 5 pts. 

Representation at  

RFP Workshop

Workshop 

Roster
Yes attended or No did not attend from Sign in Sheet If YES, ADD 5 pts.



Yes No

1.  Projects must be in  compliance with the eligibility requirements of the 

CoC Interim Rule, subsequent notices and must meet the threshold 

requirements outlined in the 2021 Notice of Funding Availability

If any response is 'No' project is 

not eligible for review

2. Projects are required to participate in HMIS, unless the project is a victim-

service agency, serving survivors of domestic violence, or a legal services 

agency.
3. Projects are required to participate in Coordinated Entry, when it is 

available for the project type.

4. Project agrees to use Housing First principles and be low barrier

5. Project has documented the required matching funds (Match must be 

dated August 2021 or after)

6. Audit shows agency as a low risk auditee & no major findings. 

7. Applicant has a Code of Conduct which complies with 2 CFR part 200

8. Member in good standing of Northeast Florida CoC

Review Date:

Scoring Overview

As determined by HUD and the CoC Governance Board, community priority will be given to eligible projects in the following 

order:

Priority 1: Renewal Coordinated Entry System (CES) and Homeless Management Information (HMIS) System Projects 

Priority 2:  Renewal Permanent Housing (PH) Projects 

Priority 3: Renewal Reallocation Permanent Housing Projects 

Priority 4:  New Permanent Housing Projects

Priority 5:  New CES and HMIS Projects

Priority 6: New Joint TH-PH Housing Projects

All new projects and any renewal projects with less than 6 months of HMIS data will be scored utilizing the following materials: 

Project application, Agency policies and procedures, agency fiscal information, 2021 HIC and 2020-2021 CoC membership report.  

Section A: Project Application Threshold

Eligibility Criteria Scoring Values

2021 HUD CoC Renewal Project 

Applicant Score Sheet

Project Score:

0

Agency Name: 

Program Name: 

Program Year:

Reviewer Name: 



Source Score

0

Section B: Project Financials- 30 Points

Measurement Data Calculations Scoring Values

Financials

2020 Audited 

Financials 

and 990 

submitted

Review of Auditor's Report 

Total Points Possible: 

10

If there were no 

findings: 10pts

If minor findings: 5pts

If major or significant 

applicant ineligible

HUD Unresolved 

Findings

Has outstanding obligation/debt to HUD in arrears or with 

payment schedule pending

Total Points Possible: 

5

No unresolved findings: 

Unspent HUD Funds

HUD- Line of 

Credit 

Control 

System 

(LOCCS)

If less than 10% of grant funds spent, then project will 

receive 10 points;

Less than 10-15% then 7 points

Less than 16-20% then 4 points

Total Points Possible: 

10 pts

10-15% - 7 pts

16-20% - 4 pts 

Repay/Return Grant 

Funds

HUD CoC 

Spending 

Report

Applicant Returned funds to HUD or other federal or state 

agency within 2 years. 

Total Points Possible: 

5

No funds returned: 5 

pts.

If Yes:

Explanation addresses 

all concerns: 3pts

Explanation addresses 

some concerns: 1pt

Explanation fails to 

address concerns: 0pts

Section B: Sub-Total



Source Score

HUD CoC 

APR

Unearned Income 

Total: 

% of program 

participants who 

increased their non-

employment  income 

(including non-cash 

benefits) as shown on 

the last APR 

The percentage of stayers/leavers with noncash benefit 

sources, excluding all stayers without annual assessments.

Total Points Possible: 

5

40% + = 5 pts     

30% - 39% =4 pts

20% - 29% =2 pts

< 19.9% = 0 pts

Section C: Project Performance- 40 Points

Measurement Data Calculations Scoring Values

PSH Housing 

Stability: 

% of persons who 

remained in the PH 

project at the end of the 

operating year or exited 

to a permanent housing 

destination

HUD CoC 

Annual 

Performance 

Report (APR)

Percentage of the Total number of Retained Clients + 

Clients with Positive Exits out of the Total Non-Deceased 

Clients Served.  *Project will be either PSH or RRH and 

TH - not both.

Total Points Possible: 

20

90% + = 20 pts

85% -89% = 15 pts

80% - 84% = 10pts 

   79%-70% = 5 pts 

 < 69% or no data = 0 

pts

RRH and TH Housing 

Stability: 

% of persons who 

exited to a positive 

housing destination

HUD CoC 

APR 

Total Points Possible: 

20

90% + = 20 pts

89% - 80% = 15 pts

79% - 75% = 10pts   

74% - 70% = 5pts

< 69% or no data = 0 

pts

Total persons exiting to positive housing destinations/Total 

person exited program.  *Project will be either PSH or 

RRH and TH - not both.

Earned Income Total: 

% of program 

participants who 

increased their earned 

income as shown on the 

last APR 

HUD CoC 

APR 

The percentage of stayers/leavers that increase cash earned 

income from entry to latest annual assessment/exit, 

excluding all stayers without annual assessments

Total Points Possible: 

5

IF PSH Project

25% + = 5 pts

20% - 24% =4 pts

15% - 19% =3 pts

14% - 10% =2 pts

< 10% = 0 pts

IF RRH or TH Project

50% + =5 pts

49% -40% = 4 pts 

39% - 30% =3 pts

29% - 20% =2 pts

< 20% = 0 pts



2021 Housing 

Inventory 

Count (HIC) 

0

Utilization Rate:

% of utilization 

reported on HIC

Enter the utilization rate for applicant program as reported 

on 2021 HIC report

Total Points Possible: 

10

95%+ = 10 pts

 <95%-90% = 8 pts

 <90%-85% = 5 pts 

<85%-80% = 2 pts

 < 80% = 0 pt

Section C: Subtotal



Report Score

HIC

HIC

HIC

Project 

Application

Percentage of beds dedicated to/prioritized Youth

If 100%  dedicated to 

youth, ADD 10 pts.

If less  than  100% 

dedicated to youth, 

ADD 0 pts 

Priority Population- 

Applicable Sub-

Populations

PSH: Either Chronically Homeless Families with Children 

and/or Chronically Homeless Veterans NOTE all PSH Beds 

must be dedicated to chronically homeless persons or 

DedicatedPLUS

RRH: Unaccompanied LGBTQ Youth, Youth Families 

with Children, Survivors of Domestic Violence/Victims of 

Human Trafficking

TH or TH-RRH: DV or youth

Total Points Possible:

5 pts.

For each project type if 

yes to serving a priority 

population the applicant 

will receive 5 pts.

Measurement Data Calculations Scoring Values

Street Homeless 

Placements:

Priority Population- 

PSH

For PSH: Percentage of beds dedicated to/prioritized for 

chronically homeless persons.*Project will be either 
PSH or RRH and TH - not both.

Total Points Possible: 

10     

100% = 10 pts   

90%-80 = 7 pts  

85% - 70 = 4 pts 

Priority Population- 

RRH

Percentage of beds dedicated to/prioritized for Families 

with Children, Persons fleeing Domestic Violence or 

for Unaccompanied Youth. *Project will be either PSH 
or RRH and TH - not both.

Total Points Possible: 

10     

90% + = 10 pts    

89.9%-80 = 7 pts  

79.9% - 70 = 4 pts 

< 70% = 0 pts     

HUD CoC 

APR 

The percentage of participants entering the project for 

the grant year that are from a place not meant for 

human  or Emergency Shelter

Total Points Possible: 

10

IF PSH or RRH 

Project

80% + = 10 pts    

79.9%-70 = 7 pts  

69.9% - 60 = 4 pts 

< 60% = 0 pts     

IF TH Project

70% + = 10 pts    

69.9%-60 = 7 pts  

59.9%-50 = 7 pts  

< 50% = 0 pts

Section D: Serving Priority Populations- 45 Points

Priority Population- 

TH



Project 

Application

0Section D: Subtotal

Racial Equity 

Identified barriers to participation faced by individuals of 

different races and ethnicities, especially those over-

represented process taken or planned steps to eliminate 

barriers. 

Total Points: 10 pts. 

Project application 

must clearly 

state/reference its 

distribution of race 

and ethnicity steps 

taken/will be taken to 

eliminate barriers. 



Report Score

HMIS HUD 

DQ Report

HMIS HUD 

DQ Report

HMIS HUD 

DQ Report

0

Project's Data 

Quality: 

Personal Identifiable 

Information and 

Disabling Condition

Enter "% of Error Rate" for  PII & Disabling 

Condition Data 

Total Points Possible: 

5

Less then 5 %: 5 pts

5% to 9.99 %: 3 pts

10% to 14.99%: 2 pts

15% or more: 0 pts

Section E: Subtoal

HUD Universal Data 

Element:

Project Start Date and 

Exit Data

Enter "% of Error Rate" for 'Project Start and Exit 

Data'

Total Points Possible: 

5

Less then 5 %: 5 pts

5% to 9.99 %: 3 pts

10% to 14.99%: 2 pts

15% or more: 0 pts

Project's Data 

Quality: Income at 

Annual Assessment

Enter "% of Error Rate" for 'Income and Sources at 

Annual Assessment'

Total Points Possible: 

5

Less then 5 %: 5 pts

5% to 9.99 %: 3 pts

10% to 14.99%: 2 pts

15% or more: 0 pts

Project's Data 

Timeliness

HMIS HUD 

Data Quality 

(DQ)  Report

% of records between 0-3 days Total Points Possible: 

5

85% +: 5 pts

70% to 84 %: 3 pts

55% to 69 %: 2 pts

< 54.9% : 0 pts

Section E: HMIS Data Quality - 20 Points

Measurement Data Calculations Scoring Values



Report Score

Coordinated 

Access Report

SAGE APR 

Report

0

Filing of APR

Section F: Agency Commitment to COC Priorities - 30 points

Coordinated Access 

Referral

Length of Time from Referral to Project Intake     

Less than 30 days will be awarded maximum points. More 

than 30 days will result in a score of zero

Total Points  

Possible: 5

Coordinated Access 

Referral

Coordinated 

Access Report
Extent to which clients were assigned by CES

100% of referrals 

from CES = 10 pts.

For every 5% below 

100%, subtract 3 pts. 

Measurement Data Calculations Scoring Values

Alignment with 

Housing First 

Principles

CoC Project 

Application

To what extent do the project’s written policies and 

procedures ensure that participants are not screened 

out based on the following criteria? 

• Having too little or no income

• Failure to participate in supportive services (with

exception for HUD-mandated monthly case management 

meeting for RRH program participants).

• Active, or history of, substance use or a substance use

disorder 

• Having a criminal record (with exceptions for state-

mandated restrictions)

• History or survior of domestic violence

Total Points Possible: 

10

Yes to all and the 

project will be awarded 

maximum points; No to 

any and the project will 

score zero

Applicant timely and successfully filed APR

Total Points Possible: 

5

If filed on time receive 

full pts.

If filed late receive zero 

pts.

Section F: Subtotal



Report Score

COC 

Committee  

participation

0

Scoring Values

COC Participation

Point-in-Time 

(PIT) and HIC 

Involvement

2021 PIT Sign Ups and Participation; Agency submission 

of 2021 HIC 

Total Points Possible: 

10

PIT Participation = 5 

pts

HIC Submission = 5 pts

Section G: COC Participation - 20 Points

Measurement Data Calculations

COC Participation

COC 

Membership 

participation

Sign Up Sheets for CoC General Membership Participation 

Total Points Possible: 

5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts

Section G: Subtotal

COC Participation Sign Up Sheets for CoC  Committees Participation 

Total Points Possible: 

5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts



Report Score

Project 

Application

Project 

Application

Project 

Application

 Project 

Application

Project 

Application

Agency 

writtten 

policies and 

procedures

Project 

Application

0

Report Score

COVID Response

The project has implemented COVID-19 safety 

protocols including but not limited to testing, 

vaccinations, etc.  

Total Points: 5 pts. 

Participation by 

population served

Does the agency have written policies and procedures 

submitted by the project and/or a narrative response 

demonstrating client participation in program design 

and policy-making? Yes and the maximum points will be 

awarded; No and zero points will be awarded

If YES, ADD 5 pts.

School Liaison

Project partner has committed to have a designated staff 

person whose responsibilities include ensuring children are 

enrolled in school and receive appropriate services as 

required

If YES, ADD  5 pts.

Client Satisfaction 

Surveys

Award 5 points for a “Yes” response. If resonse is "No" 

then the project will score zero
If YES, ADD 5 pts.

Gender Inclusion/Non-

Discrimination Policy

Applicant ensures inclusion and non-discrimination based 

on equal access criteria
If YES, ADD 5 pts.

Cost Effectiveness

Project is cost effective

Considered Elements: Cost effective (number of persons 

served/requested total) as compared to other projects or 

proposals providing the same component 

If YES, ADD 5 pts.

Access to Mainstream 

Benefits

Applicant or  project partner has process in place to ensure 

enrollment in mainstream benefits

If YES, ADD 5 pts.

If NO, but will 

perform same 

function, ADD 3 pts.

Measurement

Section H: Subtotal 

Section I: Bonus Point Section - 5 Points

Measurement Data Calculations Scoring Values

Representation at 

RFP Workshop

Workshop 

Roster
Yes attended or No did not attend from Sign in Sheet If YES, ADD 5 pts.

Data Calculations Scoring Values

Section H: Project Design - 35 Points



FL-510 Northeast Florida CoC 

1C-14 CE Assessment Tool 

 New Bonus Project Score Sheet 

 Renewal Project Score Sheet 

 Ability Housing Renewal Project Score Sheet  

 Final Project Application Scores 

 



Yes No

2021 HUD CoC New or Bonus Project 

Applicant Score Sheet

Section A: Project Application Threshold

Review Date:

Scoring Overview

Project Score:

0

As determined by HUD and the CoC Governance Board, community priority will be given to eligible projects in the following 

order:

Priority 1: Renewal Coordinated Entry System (CES) and Homeless Management Information (HMIS) System Projects 

Priority 2:  Renewal Permanent Housing (PH) Projects 

Priority 3: Renewal Reallocation Permanent Housing Projects 

Priority 4:  New Permanent Housing Projects

Priority 5:  New CES and HMIS Projects

Priority 6: New Joint TH-PH Housing Projects

All new projects and any renewal projects with less than 6 months of HMIS data will be scored utilizing the following materials: 

Project application, Agency policies and procedures, agency fiscal information, 2021 HIC and 2020-2021 CoC membership report.  

Agency Name: 

Program Name: 

Program Year:

4. Project agrees to use Housing First principles and be low barrier

5. Project has documented the required matching funds (Match must be dated 

August 2021 or after)

Eligibility Criteria

1.  Projects must be in  compliance with the eligibility requirements of the 

CoC Interim Rule, subsequent notices and must meet the threshold 

requirements outlined in the 2021 Notice of Funding Availability

2. Projects are required to participate in HMIS, unless the project is a victim-

service agency, serving survivors of domestic violence, or a legal services 

agency.

3. Projects are required to participate in Coordinated Entry, when it is 

available for the project type.

Scoring Values

If any response is 'No' project is 

not eligible for review

6. Audit shows agency as a low risk auditee & no major findings. 

7. Applicant has a Code of Conduct which complies with 2 CFR part 200

8. Member in good standing of Northeast Florida CoC

Reviewer Name:



Source Score

0

If less than 10% of grant funds spent, then project will 

receive 10 points;

Less than 10-15% then 7 points

Less than 16-20% then 4 points

Section B: Sub-Total

Applicant Returned funds to HUD or other federal or state 

agency within 2 years. 

Section B: Project Financials- 30 Points

Total Points Possible: 

10

If there were no findings: 

10pts

If minor findings: 5pts

If major or significant 

applicant ineligible

Total Points   Possible: 

10 pts

10-15% - 7 pts

16-20% - 4 pts 

Total Points Possible: 5

No funds returned: 5 pts.

If Yes:

Explanation addresses all 

concerns: 3pts

Explanation addresses 

some concerns: 1pt

Explanation fails to 

address concerns: 0pts

Repay/Return Grant 

Funds

HUD CoC 

Spending 

Report

Unspent Local, State, 

and or Federal Funds 

(HUD, VA, etc.)

HUD-Line of 

Credit Control 

System 

(LOCCS)

Review of Auditor's Report Financials

2020 Audited 

Financials and 

990 submitted

Measurement Data Calculations Scoring Values

HUD Unresolved 

Findings

Has outstanding obligation/debt to HUD in arrears or with 

payment schedule pending

Total Points Possible: 5

No unresolved findings: 

5 pts.

If Yes:

Explanation addresses all 

concerns: 2pts

Explanation fails to 

address concerns: 0pts



Source Score

0

Total Points Possible: 

20

90% + = 20 pts

85% -89% = 15 pts

80% - 84% = 10pts  

   79%-70% = 5 pts                                             

 < 69% or no data = 0 pts

Total Points Possible: 

10

5% or less = 10 pts

6% - 10% = 8 pts

11% - 15% = 6 pts                                      

16% - 20% = 4 pts

> 19% or no data= 0 pts

Increase Income and 

Ability to Live 

Independently

Project 

Application

Total Points Possible: 

20    

Awarded by scoring 

review staff scaled from 

0 to 20

Exits to 

Homelessness:

% of program exits to 

another homeless 

destination

RRH and TH 

Housing Stability: 

% of persons who 

exited any current RRH 

or TH project managed 

by the applicant to a 

positive housing 

destination over the last 

12 month period

HUD CoC 

APR or 

Agency Data

HUD CoC 

APR or 

Agency Data

Proposal describes how clients will be assisted to increase 

employment and other income and to access mainstream 

benefits (including healthcare) to maximize their ability to 

live independently. 

Section C: Subtotal

Section C: Project Performance - 50 Points

Percentage of the Total number of Retained Clients + 

Clients with Positive Exits out of the Total Non-Deceased 

Clients Served. 

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to housing stability  such as number of 

persons place in permanent housing, length of time in 

housing, etc.   *Project will be either PSH or RRH and 

TH - not both.

Data Calculations

Total persons exiting to positive housing 

destinations/Total person exited program

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to housing stability such as number of 

persons place in permanent housing, length of time in 

housing, etc.  *Project will be either PSH or RRH and 

TH - not both.

Percentage of exits to place not meant for human 

habitation,  emergency shelter, including hotel or motel 

paid for with emergency shelter voucher, safe haven or 

transitional housing

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to exits to homelessness

Total Points Possible: 

20

90% + = 20 pts

89% - 80% = 15 pts

79% - 75% = 10pts                                         

74% - 70% = 5pts

< 69% or no data = 0 pts

Measurement Scoring Values

PSH Housing 

Stability: 

% of persons who 

remain in any current 

PSH project or exited 

to a permanent housing 

destination managed by 

the applicant at the end 

of the last 12 month 

period  

HUD CoC 

Annual 

Performance 

Report (APR) 

or Agency 

Data



Report Score

Project 

Application

0Section D: Subtotal

Priority Population- 

Applicable Sub-

Populations 

Project Start Date

HUD CoC 

APR

Total Points Possible: 

10 

For each project type if 

yes to serving a priority 

population the applicant 

will receive 10 pts.

Street Homeless 

Placements:

HUD CoC 

APR or 

Agency Data

Total Points Possible: 

10

IF PSH or RRH Project

80% + = 10 pts                                              

79.9%-70 = 7 pts                                            

69.9% - 60 = 4 pts                                                            

< 60% = 0 pts                                                           

IF TH Project

70% + = 10 pts                                             

69.9%-60 = 7 pts                                       

59.9%-50 = 7 pts                                                           

< 50% = 0 pts

The percentage of participants entering the project for the 

grant year that are from a place not meant for human  or 

Emergency Shelter

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to program entries from homelessness

PSH: Either Chronically Homeless Families with Children 

and/or Chronically Homeless Veterans in addition to at 

least one of the following: Persons with Substance Abuse 

Disorders, Persons with Severe Mental Illnesses, 

Survivors of Domestic Violence. NOTE all Beds must be 

dedicated to chronically homeless persons or 

DedicatedPLUS

RRH: Unaccompanied LGBTQ Youth, Youth Families 

with Children, Survivors of Domestic Violence/Victims of 

Human Trafficking

TH or TH-RRH: DV or youth

Data Calculations

Section D: Serving Priority Populations - 30 pts

Measurement Scoring Values

Racial Equity

Identified barriers to participation faced by individuals of 

different races and ethnicities, especially those over-

represented and process taken or planned steps to 

eliminate barriers. 

Total Points Possible: 

10 pts. 

Project application 

must clearly 

state/reference its 

distribution of race and 

ethnicity steps 

taken/will be taken to 

eliminate barriers. 



Report Score

0

Section E: Subtotal

HMIS Capacity Project 

Application

Total Points Possible: 

15

Yes to all and the project 

will be awarded 

maximum points;

No to any and the project 

will score zero

Scoring Values

Applicant demonstrates that the agency has the experience 

and organizational capacity to adhere to HMIS regulations 

and privacy policies, and agrees to input client and 

program information into HMIS within 24 hours of 

administered service provision. The agency has developed 

a well-defined comprehensive Data Integrity Plan that 

establishes an effective and continuous process to ensure 

high quality data entry and maintenance in HMIS

Data Calculations

Section E: HMIS Data - 15 Points 

Measurement



Report Score

0Section F: Subtotal

Alignment with 

Housing First 

Principles

Housing First 

Questionnaire

Total Points Possible: 

16

Each No answer will be 

awarded 1 point; with the 

maximum of 16 points. 

The higher the score, the 

closer the project is to 

Housing First

Section F: Agency Commitment to COC Priorities - 26 points

Measurement Data Calculations Scoring Values

To what extent do the project’s written policies and 

procedures ensure that participants are not screened 

out based on the following criteria? 

• Having too little or no income

• Failure to participate in supportive services (with 

exception for HUD-mandated monthly case management 

meeting for RRH program participants).

• Active, or history of, substance use or a substance use 

disorder 

• Having a criminal record (with exceptions for state-

mandated restrictions)

• History or survivor of domestic violence                                                  

Project 

Application

Proposal describes how the project will comply with the  

COC’s Coordinated Entry procedures and applicant 

demonstrates a understanding of the COC Coordinated 

Entry process and has described a clear project entry 

process that prioritizes rapid placement and stabilization in 

permanent housing.

Coordinated Entry 

Process 

Total Points Possible: 

10

Awarded by scoring 

review staff scaled from 

0 to 10



Report Score

COC 

Committee  

participation

0

Section G: Subtotal

COC Participation

COC 

Membership  

participation

Sign Up Sheets for CoC General Membership 

Participation  

Total Points Possible:  5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts

COC Participation Sign Up Sheets for CoC  Committees Participation  

Total Points Possible:  5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts

Section G: COC Participation - 20 Points

Measurement Data Calculations Scoring Values

COC Participation

Point-in-Time 

(PIT) and 

Housing 

Inventroy Count 

(HIC) 

Involvement

2021 PIT Sign Ups and Participation; Agency submission 

of 2021 HIC 

Total Points Possible: 

10

PIT Participation = 5 pts

HIC Submission = 5 pts



Report Score

Project 

Application

 Project 

Application 

Summary 

Budget

Project 

Application

Project 

Implementation 

Timeline

Proposed timeline for project implementation and 

occupancy is reasonable. Activities are described for 60 

days, 90 days, 120 and 180 days after award. First client 

will be housed within 90 days of award and all clients will 

be housed within 180 days of award.

Total Points Possible: 5

Awarded by scoring 

review staff scaled from 

0 to 5

Cost Effectiveness

Project is cost effective

Considered Elements: Cost effective (number of persons 

served/requested total) as compared to other projects or 

proposals providing the same component 

If YES, ADD 5 pts.

Access to Mainstream 

Benefits

Applicant or  project partner has process in place to ensure 

enrollment in mainstream benefits

If YES, ADD 5 pts.

If NO, but will perform 

same function, ADD 3 

pts.

Measurement Data Calculations Scoring Values

Design of Housing
Project 

Application

Housing where participants will reside is fully 

described and appropriate to the program design 

proposed.

• Is the project staffed appropriately and trained to operate 

the housing?

• Is the housing accessible to community amenities such as 

grocery stores, pharmacy, schools, jobs and healthcare?

• Will the program be physically accessible to persons 

with disabilities? 

Total Points Possible: 5

Awarded by scoring 

review staff scaled from 

0 to 5

Supportive Services 

Plan

Project 

Application

Supportive Services plan includes provision of 

comprehensive case management and appropriate 

supportive services of the type, scale and location to 

meet the needs of program participants (as well as 

transportation if necessary), using a Housing First 

model and Applicant demonstrates staff experience 

and commits to Trauma-Informed Care and use of a 

Victim-Centered approach

• Is the project staffed appropriately and are staff trained 

to provide the services? 

• Is the program design to be accessible to all eligible 

clients? 

• Will the project use evidence-based practices? 

Total Points Possible: 5

Awarded by scoring 

review staff scaled from 

0 to 5

Section H: Project Design - 65 Points



Project 

Application

Project 

Application

Agency written 

policies and 

procedures

Project 

Application

Project 

Application

Project 

Application

0

Report Score

0

Gender Inclusion/Non-

Discrimination Policy

Applicant ensures inclusion and non-discrimination based 

on equal access criteria
If YES, ADD 5 pts.

Section H: Subtotal 

Section I: Bonus Points - 15 Possible Points

Measurement Data Calculations Scoring Values

School Liaison

Project partner has committed to have a designated staff 

person whose responsibilities include ensuring children are 

enrolled in school and receive appropriate services as 

required

If YES, ADD  5 pts.

Client Satisfaction 

Surveys

Award 5 points for a “Yes” response. If response is "No" 

then the project will score zero
If YES, ADD 5 pts.

Participation by 

population served

Does the agency have written policies and procedures 

submitted by the project and/or a narrative response 

demonstrating client participation in program design 

and policy-making? Yes and the maximum points will be 

awarded; No and zero points will be awarded

If YES, ADD 5 pts.

Partnering with 

Housing, Health and 

Services Agencies

Project 

Application

Project application demonstrates this partnership 

through leverage and match 
Total Points: 10 pts 

Section I: Subtotal

Partnering with 

Housing, Health, and 

Services Agencies

1. Project works closely with public and private healthcare 

organizations; 

2. partners with PHAs and state and local housing 

organizations to utilize coordinated entry, develop housing 

units and provide housing; 

3. partners with local workforce development centers 

Total Points Possible: 

15 pts

15 pts if project 

includes all three 

elements.

10 pts if two elements.

5 pts if one element.

0 pts if none. 

COVID Response
The project has implemented COVID-19 safety protocols 

including but not limited to testing, vaccinations, etc.  
Total Points: 5 pts. 

Representation at  

RFP Workshop

Workshop 

Roster
Yes attended or No did not attend from Sign in Sheet If YES, ADD 5 pts.



Yes No

1.  Projects must be in  compliance with the eligibility requirements of the 

CoC Interim Rule, subsequent notices and must meet the threshold 

requirements outlined in the 2021 Notice of Funding Availability

If any response is 'No' project is 

not eligible for review

2. Projects are required to participate in HMIS, unless the project is a victim-

service agency, serving survivors of domestic violence, or a legal services 

agency.
3. Projects are required to participate in Coordinated Entry, when it is 

available for the project type.

4. Project agrees to use Housing First principles and be low barrier

5. Project has documented the required matching funds (Match must be 

dated August 2021 or after)

6. Audit shows agency as a low risk auditee & no major findings. 

7. Applicant has a Code of Conduct which complies with 2 CFR part 200

8. Member in good standing of Northeast Florida CoC

Review Date:

Scoring Overview

As determined by HUD and the CoC Governance Board, community priority will be given to eligible projects in the following 

order:

Priority 1: Renewal Coordinated Entry System (CES) and Homeless Management Information (HMIS) System Projects 

Priority 2:  Renewal Permanent Housing (PH) Projects 

Priority 3: Renewal Reallocation Permanent Housing Projects 

Priority 4:  New Permanent Housing Projects

Priority 5:  New CES and HMIS Projects

Priority 6: New Joint TH-PH Housing Projects

All new projects and any renewal projects with less than 6 months of HMIS data will be scored utilizing the following materials: 

Project application, Agency policies and procedures, agency fiscal information, 2021 HIC and 2020-2021 CoC membership report.  

Section A: Project Application Threshold

Eligibility Criteria Scoring Values

2021 HUD CoC Renewal Project 

Applicant Score Sheet

Project Score:

0

Agency Name: 

Program Name: 

Program Year:

Reviewer Name: 



Source Score

0

Section B: Project Financials- 30 Points

Measurement Data Calculations Scoring Values

Financials

2020 Audited 

Financials 

and 990 

submitted

Review of Auditor's Report 

Total Points Possible: 

10

If there were no 

findings: 10pts

If minor findings: 5pts

If major or significant 

applicant ineligible

HUD Unresolved 

Findings

Has outstanding obligation/debt to HUD in arrears or with 

payment schedule pending

Total Points Possible: 

5

No unresolved findings: 

Unspent HUD Funds

HUD- Line of 

Credit 

Control 

System 

(LOCCS)

If less than 10% of grant funds spent, then project will 

receive 10 points;

Less than 10-15% then 7 points

Less than 16-20% then 4 points

Total Points Possible: 

10 pts

10-15% - 7 pts

16-20% - 4 pts 

Repay/Return Grant 

Funds

HUD CoC 

Spending 

Report

Applicant Returned funds to HUD or other federal or state 

agency within 2 years. 

Total Points Possible: 

5

No funds returned: 5 

pts.

If Yes:

Explanation addresses 

all concerns: 3pts

Explanation addresses 

some concerns: 1pt

Explanation fails to 

address concerns: 0pts

Section B: Sub-Total



Source Score

HUD CoC 

APR

Unearned Income 

Total: 

% of program 

participants who 

increased their non-

employment  income 

(including non-cash 

benefits) as shown on 

the last APR 

The percentage of stayers/leavers with noncash benefit 

sources, excluding all stayers without annual assessments.

Total Points Possible: 

5

40% + = 5 pts     

30% - 39% =4 pts

20% - 29% =2 pts

< 19.9% = 0 pts

Section C: Project Performance- 40 Points

Measurement Data Calculations Scoring Values

PSH Housing 

Stability: 

% of persons who 

remained in the PH 

project at the end of the 

operating year or exited 

to a permanent housing 

destination

HUD CoC 

Annual 

Performance 

Report (APR)

Percentage of the Total number of Retained Clients + 

Clients with Positive Exits out of the Total Non-Deceased 

Clients Served.  *Project will be either PSH or RRH and 

TH - not both.

Total Points Possible: 

20

90% + = 20 pts

85% -89% = 15 pts

80% - 84% = 10pts 

   79%-70% = 5 pts 

 < 69% or no data = 0 

pts

RRH and TH Housing 

Stability: 

% of persons who 

exited to a positive 

housing destination

HUD CoC 

APR 

Total Points Possible: 

20

90% + = 20 pts

89% - 80% = 15 pts

79% - 75% = 10pts   

74% - 70% = 5pts

< 69% or no data = 0 

pts

Total persons exiting to positive housing destinations/Total 

person exited program.  *Project will be either PSH or 

RRH and TH - not both.

Earned Income Total: 

% of program 

participants who 

increased their earned 

income as shown on the 

last APR 

HUD CoC 

APR 

The percentage of stayers/leavers that increase cash earned 

income from entry to latest annual assessment/exit, 

excluding all stayers without annual assessments

Total Points Possible: 

5

IF PSH Project

25% + = 5 pts

20% - 24% =4 pts

15% - 19% =3 pts

14% - 10% =2 pts

< 10% = 0 pts

IF RRH or TH Project

50% + =5 pts

49% -40% = 4 pts 

39% - 30% =3 pts

29% - 20% =2 pts

< 20% = 0 pts



2021 Housing 

Inventory 

Count (HIC) 

0

Utilization Rate:

% of utilization 

reported on HIC

Enter the utilization rate for applicant program as reported 

on 2021 HIC report

Total Points Possible: 

10

95%+ = 10 pts

 <95%-90% = 8 pts

 <90%-85% = 5 pts 

<85%-80% = 2 pts

 < 80% = 0 pt

Section C: Subtotal



Report Score

HIC

HIC

HIC

Project 

Application

Percentage of beds dedicated to/prioritized Youth

If 100%  dedicated to 

youth, ADD 10 pts.

If less  than  100% 

dedicated to youth, 

ADD 0 pts 

Priority Population- 

Applicable Sub-

Populations

PSH: Either Chronically Homeless Families with Children 

and/or Chronically Homeless Veterans NOTE all PSH Beds 

must be dedicated to chronically homeless persons or 

DedicatedPLUS

RRH: Unaccompanied LGBTQ Youth, Youth Families 

with Children, Survivors of Domestic Violence/Victims of 

Human Trafficking

TH or TH-RRH: DV or youth

Total Points Possible:

5 pts.

For each project type if 

yes to serving a priority 

population the applicant 

will receive 5 pts.

Measurement Data Calculations Scoring Values

Street Homeless 

Placements:

Priority Population- 

PSH

For PSH: Percentage of beds dedicated to/prioritized for 

chronically homeless persons.*Project will be either 
PSH or RRH and TH - not both.

Total Points Possible: 

10     

100% = 10 pts   

90%-80 = 7 pts  

85% - 70 = 4 pts 

Priority Population- 

RRH

Percentage of beds dedicated to/prioritized for Families 

with Children, Persons fleeing Domestic Violence or 

for Unaccompanied Youth. *Project will be either PSH 
or RRH and TH - not both.

Total Points Possible: 

10     

90% + = 10 pts    

89.9%-80 = 7 pts  

79.9% - 70 = 4 pts 

< 70% = 0 pts     

HUD CoC 

APR 

The percentage of participants entering the project for 

the grant year that are from a place not meant for 

human  or Emergency Shelter

Total Points Possible: 

10

IF PSH or RRH 

Project

80% + = 10 pts    

79.9%-70 = 7 pts  

69.9% - 60 = 4 pts 

< 60% = 0 pts     

IF TH Project

70% + = 10 pts    

69.9%-60 = 7 pts  

59.9%-50 = 7 pts  

< 50% = 0 pts

Section D: Serving Priority Populations- 45 Points

Priority Population- 

TH



Project 

Application

0Section D: Subtotal

Racial Equity 

Identified barriers to participation faced by individuals of 

different races and ethnicities, especially those over-

represented process taken or planned steps to eliminate 

barriers. 

Total Points: 10 pts. 

Project application 

must clearly 

state/reference its 

distribution of race 

and ethnicity steps 

taken/will be taken to 

eliminate barriers. 



Report Score

HMIS HUD 

DQ Report

HMIS HUD 

DQ Report

HMIS HUD 

DQ Report

0

Project's Data 

Quality: 

Personal Identifiable 

Information and 

Disabling Condition

Enter "% of Error Rate" for  PII & Disabling 

Condition Data 

Total Points Possible: 

5

Less then 5 %: 5 pts

5% to 9.99 %: 3 pts

10% to 14.99%: 2 pts

15% or more: 0 pts

Section E: Subtoal

HUD Universal Data 

Element:

Project Start Date and 

Exit Data

Enter "% of Error Rate" for 'Project Start and Exit 

Data'

Total Points Possible: 

5

Less then 5 %: 5 pts

5% to 9.99 %: 3 pts

10% to 14.99%: 2 pts

15% or more: 0 pts

Project's Data 

Quality: Income at 

Annual Assessment

Enter "% of Error Rate" for 'Income and Sources at 

Annual Assessment'

Total Points Possible: 

5

Less then 5 %: 5 pts

5% to 9.99 %: 3 pts

10% to 14.99%: 2 pts

15% or more: 0 pts

Project's Data 

Timeliness

HMIS HUD 

Data Quality 

(DQ)  Report

% of records between 0-3 days Total Points Possible: 

5

85% +: 5 pts

70% to 84 %: 3 pts

55% to 69 %: 2 pts

< 54.9% : 0 pts

Section E: HMIS Data Quality - 20 Points

Measurement Data Calculations Scoring Values



Report Score

Coordinated 

Access Report

SAGE APR 

Report

0

Filing of APR

Section F: Agency Commitment to COC Priorities - 30 points

Coordinated Access 

Referral

Length of Time from Referral to Project Intake     

Less than 30 days will be awarded maximum points. More 

than 30 days will result in a score of zero

Total Points  

Possible: 5

Coordinated Access 

Referral

Coordinated 

Access Report
Extent to which clients were assigned by CES

100% of referrals 

from CES = 10 pts.

For every 5% below 

100%, subtract 3 pts. 

Measurement Data Calculations Scoring Values

Alignment with 

Housing First 

Principles

CoC Project 

Application

To what extent do the project’s written policies and 

procedures ensure that participants are not screened 

out based on the following criteria? 

• Having too little or no income

• Failure to participate in supportive services (with

exception for HUD-mandated monthly case management 

meeting for RRH program participants).

• Active, or history of, substance use or a substance use

disorder 

• Having a criminal record (with exceptions for state-

mandated restrictions)

• History or survior of domestic violence

Total Points Possible: 

10

Yes to all and the 

project will be awarded 

maximum points; No to 

any and the project will 

score zero

Applicant timely and successfully filed APR

Total Points Possible: 

5

If filed on time receive 

full pts.

If filed late receive zero 

pts.

Section F: Subtotal



Report Score

COC 

Committee  

participation

0

Scoring Values

COC Participation

Point-in-Time 

(PIT) and HIC 

Involvement

2021 PIT Sign Ups and Participation; Agency submission 

of 2021 HIC 

Total Points Possible: 

10

PIT Participation = 5 

pts

HIC Submission = 5 pts

Section G: COC Participation - 20 Points

Measurement Data Calculations

COC Participation

COC 

Membership 

participation

Sign Up Sheets for CoC General Membership Participation 

Total Points Possible: 

5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts

Section G: Subtotal

COC Participation Sign Up Sheets for CoC  Committees Participation 

Total Points Possible: 

5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts



Report Score

Project 

Application

Project 

Application

Project 

Application

 Project 

Application

Project 

Application

Agency 

writtten 

policies and 

procedures

Project 

Application

0

Report Score

COVID Response

The project has implemented COVID-19 safety 

protocols including but not limited to testing, 

vaccinations, etc.  

Total Points: 5 pts. 

Participation by 

population served

Does the agency have written policies and procedures 

submitted by the project and/or a narrative response 

demonstrating client participation in program design 

and policy-making? Yes and the maximum points will be 

awarded; No and zero points will be awarded

If YES, ADD 5 pts.

School Liaison

Project partner has committed to have a designated staff 

person whose responsibilities include ensuring children are 

enrolled in school and receive appropriate services as 

required

If YES, ADD  5 pts.

Client Satisfaction 

Surveys

Award 5 points for a “Yes” response. If resonse is "No" 

then the project will score zero
If YES, ADD 5 pts.

Gender Inclusion/Non-

Discrimination Policy

Applicant ensures inclusion and non-discrimination based 

on equal access criteria
If YES, ADD 5 pts.

Cost Effectiveness

Project is cost effective

Considered Elements: Cost effective (number of persons 

served/requested total) as compared to other projects or 

proposals providing the same component 

If YES, ADD 5 pts.

Access to Mainstream 

Benefits

Applicant or  project partner has process in place to ensure 

enrollment in mainstream benefits

If YES, ADD 5 pts.

If NO, but will 

perform same 

function, ADD 3 pts.

Measurement

Section H: Subtotal 

Section I: Bonus Point Section - 5 Points

Measurement Data Calculations Scoring Values

Representation at 

RFP Workshop

Workshop 

Roster
Yes attended or No did not attend from Sign in Sheet If YES, ADD 5 pts.

Data Calculations Scoring Values

Section H: Project Design - 35 Points



Yes No

2021 HUD CoC New or Bonus Project 

Applicant Score Sheet

Section A: Project Application Threshold

Review Date:

Scoring Overview

Project Score:

0

As determined by HUD and the CoC Governance Board, community priority will be given to eligible projects in the following 

order:

Priority 1: Renewal Coordinated Entry System (CES) and Homeless Management Information (HMIS) System Projects 

Priority 2:  Renewal Permanent Housing (PH) Projects 

Priority 3: Renewal Reallocation Permanent Housing Projects 

Priority 4:  New Permanent Housing Projects

Priority 5:  New CES and HMIS Projects

Priority 6: New Joint TH-PH Housing Projects

All new projects and any renewal projects with less than 6 months of HMIS data will be scored utilizing the following materials: 

Project application, Agency policies and procedures, agency fiscal information, 2021 HIC and 2020-2021 CoC membership report.  

Agency Name: 

Program Name: 

Program Year:

4. Project agrees to use Housing First principles and be low barrier

5. Project has documented the required matching funds (Match must be dated 

August 2021 or after)

Eligibility Criteria

1.  Projects must be in  compliance with the eligibility requirements of the 

CoC Interim Rule, subsequent notices and must meet the threshold 

requirements outlined in the 2021 Notice of Funding Availability

2. Projects are required to participate in HMIS, unless the project is a victim-

service agency, serving survivors of domestic violence, or a legal services 

agency.

3. Projects are required to participate in Coordinated Entry, when it is 

available for the project type.

Scoring Values

If any response is 'No' project is 

not eligible for review

6. Audit shows agency as a low risk auditee & no major findings. 

7. Applicant has a Code of Conduct which complies with 2 CFR part 200

8. Member in good standing of Northeast Florida CoC

Reviewer Name:



Source Score

0

If less than 10% of grant funds spent, then project will 

receive 10 points;

Less than 10-15% then 7 points

Less than 16-20% then 4 points

Section B: Sub-Total

Applicant Returned funds to HUD or other federal or state 

agency within 2 years. 

Section B: Project Financials- 30 Points

Total Points Possible: 

10

If there were no findings: 

10pts

If minor findings: 5pts

If major or significant 

applicant ineligible

Total Points   Possible: 

10 pts

10-15% - 7 pts

16-20% - 4 pts 

Total Points Possible: 5

No funds returned: 5 pts.

If Yes:

Explanation addresses all 

concerns: 3pts

Explanation addresses 

some concerns: 1pt

Explanation fails to 

address concerns: 0pts

Repay/Return Grant 

Funds

HUD CoC 

Spending 

Report

Unspent Local, State, 

and or Federal Funds 

(HUD, VA, etc.)

HUD-Line of 

Credit Control 

System 

(LOCCS)

Review of Auditor's Report Financials

2020 Audited 

Financials and 

990 submitted

Measurement Data Calculations Scoring Values

HUD Unresolved 

Findings

Has outstanding obligation/debt to HUD in arrears or with 

payment schedule pending

Total Points Possible: 5

No unresolved findings: 

5 pts.

If Yes:

Explanation addresses all 

concerns: 2pts

Explanation fails to 

address concerns: 0pts



Source Score

0

Total Points Possible: 

20

90% + = 20 pts

85% -89% = 15 pts

80% - 84% = 10pts  

   79%-70% = 5 pts                                             

 < 69% or no data = 0 pts

Total Points Possible: 

10

5% or less = 10 pts

6% - 10% = 8 pts

11% - 15% = 6 pts                                      

16% - 20% = 4 pts

> 19% or no data= 0 pts

Increase Income and 

Ability to Live 

Independently

Project 

Application

Total Points Possible: 

20    

Awarded by scoring 

review staff scaled from 

0 to 20

Exits to 

Homelessness:

% of program exits to 

another homeless 

destination

RRH and TH 

Housing Stability: 

% of persons who 

exited any current RRH 

or TH project managed 

by the applicant to a 

positive housing 

destination over the last 

12 month period

HUD CoC 

APR or 

Agency Data

HUD CoC 

APR or 

Agency Data

Proposal describes how clients will be assisted to increase 

employment and other income and to access mainstream 

benefits (including healthcare) to maximize their ability to 

live independently. 

Section C: Subtotal

Section C: Project Performance - 50 Points

Percentage of the Total number of Retained Clients + 

Clients with Positive Exits out of the Total Non-Deceased 

Clients Served. 

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to housing stability  such as number of 

persons place in permanent housing, length of time in 

housing, etc.   *Project will be either PSH or RRH and 

TH - not both.

Data Calculations

Total persons exiting to positive housing 

destinations/Total person exited program

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to housing stability such as number of 

persons place in permanent housing, length of time in 

housing, etc.  *Project will be either PSH or RRH and 

TH - not both.

Percentage of exits to place not meant for human 

habitation,  emergency shelter, including hotel or motel 

paid for with emergency shelter voucher, safe haven or 

transitional housing

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to exits to homelessness

Total Points Possible: 

20

90% + = 20 pts

89% - 80% = 15 pts

79% - 75% = 10pts                                         

74% - 70% = 5pts

< 69% or no data = 0 pts

Measurement Scoring Values

PSH Housing 

Stability: 

% of persons who 

remain in any current 

PSH project or exited 

to a permanent housing 

destination managed by 

the applicant at the end 

of the last 12 month 

period  

HUD CoC 

Annual 

Performance 

Report (APR) 

or Agency 

Data



Report Score

Project 

Application

0Section D: Subtotal

Priority Population- 

Applicable Sub-

Populations 

Project Start Date

HUD CoC 

APR

Total Points Possible: 

10 

For each project type if 

yes to serving a priority 

population the applicant 

will receive 10 pts.

Street Homeless 

Placements:

HUD CoC 

APR or 

Agency Data

Total Points Possible: 

10

IF PSH or RRH Project

80% + = 10 pts                                              

79.9%-70 = 7 pts                                            

69.9% - 60 = 4 pts                                                            

< 60% = 0 pts                                                           

IF TH Project

70% + = 10 pts                                             

69.9%-60 = 7 pts                                       

59.9%-50 = 7 pts                                                           

< 50% = 0 pts

The percentage of participants entering the project for the 

grant year that are from a place not meant for human  or 

Emergency Shelter

Applicants that do not have CoC funded housing, 

describe your measurable indicators and outcomes that 

are related to program entries from homelessness

PSH: Either Chronically Homeless Families with Children 

and/or Chronically Homeless Veterans in addition to at 

least one of the following: Persons with Substance Abuse 

Disorders, Persons with Severe Mental Illnesses, 

Survivors of Domestic Violence. NOTE all Beds must be 

dedicated to chronically homeless persons or 

DedicatedPLUS

RRH: Unaccompanied LGBTQ Youth, Youth Families 

with Children, Survivors of Domestic Violence/Victims of 

Human Trafficking

TH or TH-RRH: DV or youth

Data Calculations

Section D: Serving Priority Populations - 30 pts

Measurement Scoring Values

Racial Equity

Identified barriers to participation faced by individuals of 

different races and ethnicities, especially those over-

represented and process taken or planned steps to 

eliminate barriers. 

Total Points Possible: 

10 pts. 

Project application 

must clearly 

state/reference its 

distribution of race and 

ethnicity steps 

taken/will be taken to 

eliminate barriers. 



Report Score

0

Section E: Subtotal

HMIS Capacity Project 

Application

Total Points Possible: 

15

Yes to all and the project 

will be awarded 

maximum points;

No to any and the project 

will score zero

Scoring Values

Applicant demonstrates that the agency has the experience 

and organizational capacity to adhere to HMIS regulations 

and privacy policies, and agrees to input client and 

program information into HMIS within 24 hours of 

administered service provision. The agency has developed 

a well-defined comprehensive Data Integrity Plan that 

establishes an effective and continuous process to ensure 

high quality data entry and maintenance in HMIS

Data Calculations

Section E: HMIS Data - 15 Points 

Measurement



Report Score

0Section F: Subtotal

Alignment with 

Housing First 

Principles

Housing First 

Questionnaire

Total Points Possible: 

16

Each No answer will be 

awarded 1 point; with the 

maximum of 16 points. 

The higher the score, the 

closer the project is to 

Housing First

Section F: Agency Commitment to COC Priorities - 26 points

Measurement Data Calculations Scoring Values

To what extent do the project’s written policies and 

procedures ensure that participants are not screened 

out based on the following criteria? 

• Having too little or no income

• Failure to participate in supportive services (with 

exception for HUD-mandated monthly case management 

meeting for RRH program participants).

• Active, or history of, substance use or a substance use 

disorder 

• Having a criminal record (with exceptions for state-

mandated restrictions)

• History or survivor of domestic violence                                                  

Project 

Application

Proposal describes how the project will comply with the  

COC’s Coordinated Entry procedures and applicant 

demonstrates a understanding of the COC Coordinated 

Entry process and has described a clear project entry 

process that prioritizes rapid placement and stabilization in 

permanent housing.

Coordinated Entry 

Process 

Total Points Possible: 

10

Awarded by scoring 

review staff scaled from 

0 to 10



Report Score

COC 

Committee  

participation

0

Section G: Subtotal

COC Participation

COC 

Membership  

participation

Sign Up Sheets for CoC General Membership 

Participation  

Total Points Possible:  5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts

COC Participation Sign Up Sheets for CoC  Committees Participation  

Total Points Possible:  5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts

Section G: COC Participation - 20 Points

Measurement Data Calculations Scoring Values

COC Participation

Point-in-Time 

(PIT) and 

Housing 

Inventroy Count 

(HIC) 

Involvement

2021 PIT Sign Ups and Participation; Agency submission 

of 2021 HIC 

Total Points Possible: 

10

PIT Participation = 5 pts

HIC Submission = 5 pts



Report Score

Project 

Application

 Project 

Application 

Summary 

Budget

Project 

Application

Project 

Implementation 

Timeline

Proposed timeline for project implementation and 

occupancy is reasonable. Activities are described for 60 

days, 90 days, 120 and 180 days after award. First client 

will be housed within 90 days of award and all clients will 

be housed within 180 days of award.

Total Points Possible: 5

Awarded by scoring 

review staff scaled from 

0 to 5

Cost Effectiveness

Project is cost effective

Considered Elements: Cost effective (number of persons 

served/requested total) as compared to other projects or 

proposals providing the same component 

If YES, ADD 5 pts.

Access to Mainstream 

Benefits

Applicant or  project partner has process in place to ensure 

enrollment in mainstream benefits

If YES, ADD 5 pts.

If NO, but will perform 

same function, ADD 3 

pts.

Measurement Data Calculations Scoring Values

Design of Housing
Project 

Application

Housing where participants will reside is fully 

described and appropriate to the program design 

proposed.

• Is the project staffed appropriately and trained to operate 

the housing?

• Is the housing accessible to community amenities such as 

grocery stores, pharmacy, schools, jobs and healthcare?

• Will the program be physically accessible to persons 

with disabilities? 

Total Points Possible: 5

Awarded by scoring 

review staff scaled from 

0 to 5

Supportive Services 

Plan

Project 

Application

Supportive Services plan includes provision of 

comprehensive case management and appropriate 

supportive services of the type, scale and location to 

meet the needs of program participants (as well as 

transportation if necessary), using a Housing First 

model and Applicant demonstrates staff experience 

and commits to Trauma-Informed Care and use of a 

Victim-Centered approach

• Is the project staffed appropriately and are staff trained 

to provide the services? 

• Is the program design to be accessible to all eligible 

clients? 

• Will the project use evidence-based practices? 

Total Points Possible: 5

Awarded by scoring 

review staff scaled from 

0 to 5

Section H: Project Design - 65 Points



Project 

Application

Project 

Application

Agency written 

policies and 

procedures

Project 

Application

Project 

Application

Project 

Application

0

Report Score

0

Gender Inclusion/Non-

Discrimination Policy

Applicant ensures inclusion and non-discrimination based 

on equal access criteria
If YES, ADD 5 pts.

Section H: Subtotal 

Section I: Bonus Points - 15 Possible Points

Measurement Data Calculations Scoring Values

School Liaison

Project partner has committed to have a designated staff 

person whose responsibilities include ensuring children are 

enrolled in school and receive appropriate services as 

required

If YES, ADD  5 pts.

Client Satisfaction 

Surveys

Award 5 points for a “Yes” response. If response is "No" 

then the project will score zero
If YES, ADD 5 pts.

Participation by 

population served

Does the agency have written policies and procedures 

submitted by the project and/or a narrative response 

demonstrating client participation in program design 

and policy-making? Yes and the maximum points will be 

awarded; No and zero points will be awarded

If YES, ADD 5 pts.

Partnering with 

Housing, Health and 

Services Agencies

Project 

Application

Project application demonstrates this partnership 

through leverage and match 
Total Points: 10 pts 

Section I: Subtotal

Partnering with 

Housing, Health, and 

Services Agencies

1. Project works closely with public and private healthcare 

organizations; 

2. partners with PHAs and state and local housing 

organizations to utilize coordinated entry, develop housing 

units and provide housing; 

3. partners with local workforce development centers 

Total Points Possible: 

15 pts

15 pts if project 

includes all three 

elements.

10 pts if two elements.

5 pts if one element.

0 pts if none. 

COVID Response
The project has implemented COVID-19 safety protocols 

including but not limited to testing, vaccinations, etc.  
Total Points: 5 pts. 

Representation at  

RFP Workshop

Workshop 

Roster
Yes attended or No did not attend from Sign in Sheet If YES, ADD 5 pts.



Yes No

X 

X

X

X

X

X

X 

1.  Projects must be in  compliance with the eligibility requirements of the 

CoC Interim Rule, subsequent notices and must meet the threshold 

requirements outlined in the 2021 Notice of Funding Availability

If any response is 'No' project is 

not eligible for review

2. Projects are required to participate in HMIS, unless the project is a victim-

service agency, serving survivors of domestic violence, or a legal services 

agency.
3. Projects are required to participate in Coordinated Entry, when it is 

available for the project type.

4. Project agrees to use Housing First principles and be low barrier

5. Project has documented the required matching funds (Match must be 

dated August 2021 or after)

6. Audit shows agency as a low risk auditee & no major findings. 

7. Applicant has a Code of Conduct which complies with 2 CFR part 200

8. Member in good standing of Northeast Florida CoC

Review Date: 10/19/2021

Scoring Overview

As determined by HUD and the CoC Governance Board, community priority will be given to eligible projects in the following 

order:

Priority 1: Renewal Coordinated Entry System (CES) and Homeless Management Information (HMIS) System Projects 

Priority 2:  Renewal Permanent Housing (PH) Projects 

Priority 3: Renewal Reallocation Permanent Housing Projects 

Priority 4:  New Permanent Housing Projects

Priority 5:  New CES and HMIS Projects

Priority 6: New Joint TH-PH Housing Projects

All new projects and any renewal projects with less than 6 months of HMIS data will be scored utilizing the following materials: 

Project application, Agency policies and procedures, agency fiscal information, 2021 HIC and 2020-2021 CoC membership report.  

Section A: Project Application Threshold

Eligibility Criteria Scoring Values

2021 HUD CoC Renewal Project 

Applicant Score Sheet

Project Score:

185

Agency Name: Ability Housing 

Program Name: Housing Link Permanent Supportive Housing (PSH) 

Program Year: 12/1/2019 to 11/31/2020

Reviewer Name: XXXXXXXXXXX



Source Score

5

Section B: Project Financials- 30 Points

Measurement Data Calculations Scoring Values

Financials

2020 Audited 

Financials 

and 990 

submitted

Review of Auditor's Report 

Total Points Possible: 

10

If there were no 

findings: 10pts

If minor findings: 5pts

If major or significant 

applicant ineligible

10

HUD Unresolved 

Findings

Has outstanding obligation/debt to HUD in arrears or with 

payment schedule pending

Total Points Possible: 

5

No unresolved findings: 

Unspent HUD Funds

HUD- Line of 

Credit 

Control 

System 

(LOCCS)

If less than 10% of grant funds unspent, then project will 

receive 10 points;

Less than 10-15% then 7 points

Less than 16-20% then 4 points

Total Points Possible: 

10 pts

10-15% - 7 pts

16-20% - 4 pts 

10

Repay/Return Grant 

Funds

HUD CoC 

Spending 

Report

Applicant Returned funds to HUD or other federal or state 

agency within 2 years. 

Total Points Possible: 

5

No funds returned: 5 

pts.

If Yes:

Explanation addresses 

all concerns: 3pts

Explanation addresses 

some concerns: 1pt

Explanation fails to 

address concerns: 0pts
5



30Section B: Sub-Total



Source Score

HUD CoC 

APR
5

Unearned Income 

Total: 

% of program 

participants who 

increased their non-

employment  income 

(including non-cash 

benefits) as shown on 

the last APR 

The percentage of stayers/leavers with noncash benefit 

sources, excluding all stayers without annual assessments.

Benefits at start stayers: 102

eligible clients stayers: 129

benefits leavers: 20

eligible leavers: 23

122/152 = .8026 * 100 - 80.26%

Total Points Possible: 

5

40% + = 5 pts                                                    

30% - 39% =4 pts

20% - 29% =2 pts

< 19.9% = 0 pts

Section C: Project Performance- 40 Points

Measurement Data Calculations Scoring Values

PSH Housing 

Stability: 

% of persons who 

remained in the PH 

project at the end of the 

operating year or exited 

to a permanent housing 

destination

HUD CoC 

Annual 

Performance 

Report (APR)

Percentage of the Total number of Retained Clients + 

Clients with Positive Exits out of the Total Non-Deceased 

Clients Served.  *Project will be either PSH or RRH and 

TH - not both.

Total Served: 160

Total exited: 28

Total positive exits: 22

160 - 28 = 132 + 22 = 154

154/160 = 0.9625 * 100 = 96.25%

Total Points Possible: 

20

90% + = 20 pts

85% -89% = 15 pts

80% - 84% = 10pts  

   79%-70% = 5 pts                                             

 < 69% or no data = 0 

pts

20

RRH and TH Housing 

Stability: 

% of persons who 

exited to a positive 

housing destination

HUD CoC 

APR 

Total Points Possible: 

20

90% + = 20 pts

89% - 80% = 15 pts

79% - 75% = 10pts                                         

74% - 70% = 5pts

< 69% or no data = 0 

pts

0

Total persons exiting to positive housing destinations/Total 

person exited program.  *Project will be either PSH or 

RRH and TH - not both.

Earned Income Total: 

% of program 

participants who 

increased their earned 

income as shown on the 

last APR 

HUD CoC 

APR 

The percentage of stayers/leavers that increase cash earned  

income from entry to latest annual assessment/exit, 

excluding all stayers without annual assessments

Q19a1: 0% increased income

Total Points Possible: 

5

IF PSH Project

25% + = 5 pts

20% - 24% =4 pts

15% - 19% =3 pts

14% - 10% =2 pts

< 10% = 0 pts

                                     

IF RRH or TH Project

50% + =5 pts

49% -40% = 4 pts 

39% - 30% =3 pts

29% - 20% =2 pts

< 20% = 0 pts

0



2021 Housing 

Inventory 

Count (HIC) 

10

35

Utilization Rate:

% of utilization 

reported on HIC

Enter the utilization rate for applicant program as reported 

on 2021 HIC report

99% utilization rate on HIC

Total Points Possible: 

10

95%+ = 10 pts

 <95%-90% = 8 pts

 <90%-85% = 5 pts                                           

<85%-80% = 2 pts

 < 80% = 0 pt

Section C: Subtotal



Report Score

HIC 10

HIC 0

HIC 0

Project 

Application
5

Percentage of beds dedicated to/prioritized Youth

If 100%  dedicated to 

youth, ADD 10 pts.

If less  than  100% 

dedicated to youth, 

ADD 0 pts 

Priority Population- 

Applicable Sub-

Populations

PSH: Either Chronically Homeless Families with Children 

and/or Chronically Homeless Veterans NOTE all PSH Beds 

must be dedicated to chronically homeless persons or 

DedicatedPLUS

RRH: Unaccompanied LGBTQ Youth, Youth Families 

with Children, Survivors of Domestic Violence/Victims of 

Human Trafficking

TH or TH-RRH: DV or youth

Total Points Possible:

5 pts.

For each project type if 

yes to serving a priority 

population the applicant 

will receive 5 pts.

Measurement Data Calculations Scoring Values

Street Homeless 

Placements:

Priority Population- 

PSH

For PSH: Percentage of beds dedicated to/prioritized for 

chronically homeless persons.

Total Points Possible: 

10                                                  

100% = 10 pts                                              

90%-80 = 7 pts                                            

85% - 70 = 4 pts                                                                

Priority Population- 

RRH

Percentage of beds dedicated to/prioritized for Families 

with Children, Persons fleeing Domestic Violence or for 

Unaccompanied Youth

Total Points Possible: 

10                                                  

90% + = 10 pts                                              

89.9%-80 = 7 pts                                            

79.9% - 70 = 4 pts                                                            

< 70% = 0 pts      

HUD CoC 

APR 

The percentage of participants entering the project for 

the grant year that are from a place not meant for 

human  or Emergency Shelter

Total Entered: 129

Total from ES: 52

Total from Unsheltered: 53

(52+53)/129 = 0.8139 * 100 = 81.39%

Total Points Possible: 

10

IF PSH or RRH 

Project

80% + = 10 pts                                              

79.9%-70 = 7 pts                                            

69.9% - 60 = 4 pts                                                            

< 60% = 0 pts                                                           

IF TH Project

70% + = 10 pts                                             

69.9%-60 = 7 pts                                       

59.9%-50 = 7 pts                                                           

< 50% = 0 pts

Section D: Serving Priority Populations- 55 Points

Priority Population- 

TH

10



Project 

Application
10

35Section D: Subtotal

Racial Equity 

Identified barriers to participation faced by individuals of 

different races and ethnicities, especially those over-

represented process taken or planned steps to eliminate 

barriers. 

Total Points: 10 pts. 

Project application 

must clearly 

state/reference its 

distribution of race 

and ethnicity steps 

taken/will be taken to 

eliminate barriers. 



Report Score

HMIS HUD 

DQ Report
5

HMIS HUD 

DQ Report
5

HMIS HUD 

DQ Report
5

15

Project's Data 

Quality: 

Personal Identifiable 

Information and 

Disabling Condition

Enter "% of Error Rate" for  PII & Disabling 

Condition Data 

Q06a+Q06b(Disabling Condition field) = 0%

Total Points Possible: 

5

Less then 5 %: 5 pts

5% to 9.99 %: 3 pts

10% to 14.99%: 2 pts

15% or more: 0 pts

Section E: Subtoal

HUD Universal Data 

Element:

Project Start Date and 

Exit Data

Enter "% of Error Rate" for 'Project Start and Exit 

Data'

Q06b(Project Start Date) = 0%

Total Points Possible: 

5

Less then 5 %: 5 pts

5% to 9.99 %: 3 pts

10% to 14.99%: 2 pts

15% or more: 0 pts

Project's Data 

Quality: Income at 

Annual Assessment

Enter "% of Error Rate" for 'Income and Sources at 

Annual Assessment'

Q06C(Income and Sources at Start): 1 0.86%

Q06c(Income and Sources at Annual): 0 0%

Q06c(Income and Sources at Exit): 0 0%

Total Points Possible: 

5

Less then 5 %: 5 pts

5% to 9.99 %: 3 pts

10% to 14.99%: 2 pts

15% or more: 0 pts

Project's Data 

Timeliness

HMIS HUD 

Data Quality 

(DQ)  Report

% of records between 0-3 days

Start Records 0 -3 Days: 56

Exit Records 0 - 3 Days: 13

Total Start Records: 160

Total Exit Records: 28

Total %: (56 + 13) / (160+28) = .3670 * 100 = 36.70%

Total Points Possible: 

5

85% +: 5 pts

70% to 84 %: 3 pts

55% to 69 %: 2 pts

< 54.9% : 0 pts

Section E: HMIS Data Quality - 20 Points

Measurement Data Calculations Scoring Values

0



Report Score

Coordinated 

Access Report

5

SAGE APR 

Report

5

30

Filing of APR

Section F: Agency Commitment to COC Priorities - 30 points

Coordinated Access 

Referral

Length of Time from Referral to Project Intake                         

Less than 30 days will be awarded maximum points. More 

than 30 days will result in a score of zero

Total Points                   

Possible: 5

Coordinated Access 

Referral

Coordinated 

Access Report
Extent to which clients were assigned by CES

100% of referrals 

from CES = 10 pts.

 

For every 5% below 

100%, subtract 3 pts. 

10

Measurement Data Calculations Scoring Values

Alignment with 

Housing First 

Principles

CoC Project 

Application

To what extent do the project’s written policies and 

procedures ensure that participants are not screened 

out based on the following criteria? 

• Having too little or no income

• Failure to participate in supportive services (with 

exception for HUD-mandated monthly case management 

meeting for RRH program participants).

• Active, or history of, substance use or a substance use 

disorder 

• Having a criminal record (with exceptions for state-

mandated restrictions)

• History or survior of domestic violence                                                  

Total Points Possible: 

10

Yes to all and the 

project will be awarded 

maximum points; No to 

any and the project will 

score zero

10

Applicant timely and successfully filed APR

Total Points Possible: 

5

If filed on time receive 

full pts.

If filed late receive zero 

pts.

Section F: Subtotal



Report Score

COC 

Committee  

participation

5

15

Scoring Values

COC Participation

Point-in-Time 

(PIT) and HIC 

Involvement

2021 PIT Sign Ups and Participation; Agency submission 

of 2021 HIC 

Total Points Possible: 

10

PIT Participation = 5 

pts

HIC Submission = 5 pts

Section G: COC Participation - 20 Points

Measurement Data Calculations

COC Participation

COC 

Membership  

participation

Sign Up Sheets for CoC General Membership Participation  

Total Points Possible:  

5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts

Section G: Subtotal

5

COC Participation Sign Up Sheets for CoC  Committees Participation  

Total Points Possible:  

5 

If attended 2-3: 2 pts.

If attended 4-7: 4 pts

If attended 8+: 5 pts

5



Report Score

Project 

Application

5

Project 

Application

0

Project 

Application

5

 Project 

Application

0

Project 

Application

5

Agency 

writtten 

policies and 

procedures

0

Project 

Application

5

20

Report Score

COVID Response

The project has implemented COVID-19 safety 

protocols including but not limited to testing, 

vaccinations, etc.  

Total Points: 5 pts. 

Participation by 

population served

Does the agency have written policies and procedures 

submitted by the project and/or a narrative response 

demonstrating client participation in program design 

and policy-making? Yes and the maximum points will be 

awarded; No and zero points will be awarded

If YES, ADD 5 pts.

School Liaison

Project partner has committed to have a designated staff 

person whose responsibilities include ensuring children are 

enrolled in school and receive appropriate services as 

required

If YES, ADD  5 pts.

Client Satisfaction 

Surveys

Award 5 points for a “Yes” response. If resonse is "No" 

then the project will score zero
If YES, ADD 5 pts.

Gender Inclusion/Non-

Discrimination Policy

Applicant ensures inclusion and non-discrimination based 

on equal access criteria
If YES, ADD 5 pts.

Cost Effectiveness

Project is cost effective

Considered Elements: Cost effective (number of persons 

served/requested total) as compared to other projects or 

proposals providing the same component 

If YES, ADD 5 pts.

Access to Mainstream 

Benefits

Applicant or  project partner has process in place to ensure 

enrollment in mainstream benefits

If YES, ADD 5 pts.

If NO, but will 

perform same 

function, ADD 3 pts.

Measurement

Section H: Subtotal 

Section I: Bonus Point Section - 5 Points

Measurement Data Calculations Scoring Values

Representation at  

RFP Workshop

Workshop 

Roster
Yes attended or No did not attend from Sign in Sheet If YES, ADD 5 pts.

5

Data Calculations Scoring Values

Section H: Project Design - 35 Points



CES and HMIS projects are ranked 1-5 as 

determined by the CoC Governance Board 

Agency Name Reviewer 1 Reviewer 2 Reviewer 3 Total Score Avg Score Rank

Ability Housing - Housing Link 185 175 360 180.0 9

Ability Housing - Villages PSH 177 177 177.0 10

Changing Homelessness - DV RRH FY2021 83 75 158 79.0 16

Changing Homelessness - Homesafe FY2021 179 157 336 168.0 14

Changing Homelessness - Safe Spaces 160 160 160.0 15

Hubbard House 190 190 190.0 8

Sulzbacher - First Coast RRH 175 170 345 172.5 11

Sulzbacher - Homeward Bound 197 197 197.0 7

Sulzbacher - Homeward Bound Expansion 173 165 338 169.0 13

Sulzbacher North Florida SHP 206 206 206.0 6

Presbyterian Social Min - Homesafe Extention 189 154 343 171.5 12

Agency Name Reviewer 1 Reviewer 2 Reviewer 3 Reviewer 4 Reviewer 5 Reviewer 6 Total Score Avg Score Rank

Ability Housing 191 206 198 595 198.3 17

JASMYN 198 173 196 567 189.0 X

Hubbard House (DV Bonus) 186 178 196 560 186.7 18

Mental Health Resource Cnt (DV Bonus) 177 166 186 529 176.3 19

Mission House 150 166 164 480 160.0 X

Presbyterian Social Min 130 170 183 483 161.0 X

Sulzbacher 178 186 179 543 181.0 X

VanGar 128 117 118 363 121.0 X

Renewals 

New Bonus / DV Bonus
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AMENDMENT TO HOUSING SERVICES COLLABORATION AGREEMENT 

This amendment, by and between United HealthCare Services, Inc. (“United”) and Ability 
Housing, Inc. “Collaborator”), is October 15, 2020.    

Recitals 

United owns and manages healthcare companies. Those entities include health plans that participate 
in the Medicaid program. One of United’s initiatives is the Housing+Health Pilot Program, which is a pilot 
program that assists medically needy individuals who are homeless.  

The Housing+Health Pilot Program (defined hereunder in section 1.3) subsidizes housing 
assistance and/or case management services for eligible Members (as that term is defined in Section 1.2) of 
United managed Medicaid plans. The purpose of those services is to help the Members develop the life 
skills, financial resources, and coordination with healthcare resources necessary to allow them to have better 
adherence with medical treatment plans, have improved health, support themselves in long-term housing 
arrangements. The Housing+Health Pilot Program generally provides housing assistance and/or case 
management for wrap-around services for up to 12 months.  

Collaborator is an organization that specializes in providing housing assistance and/or case 
management for wrap-around services to individuals like Members. Collaborator operates its organization 
using the Housing First and Permanent Supportive Housing models. Collaborator has experience with 
providing case management for wrap around services while training people to support themselves in 
long-term living arrangements, and with placing people in long-term supportive housing arrangements.      

The Housing Services Collaboration Agreement dated April 1, 2019 (the “Agreement”) is a 
contract whereby Collaborator has agreed to provide housing assistance services and/or case management 
for wrap-around services to Housing+Health Pilot Program Members, and United has agreed to compensate 
Collaborator for those services. These services will be offered as value-added services not paid for using 
Medicaid capitation dollars. The goal of the Housing+Health Pilot Program is for each Member to have the 
opportunity to live in a housing arrangement on a long-term basis following his or her successful completion 
of the program. Collaborator has agreed to facilitate that goal by offering the Member who successfully 
exit the Housing+Health Pilot Program the opportunity remain in the housing units that Collaborator has 
provided, or through placing the Housing+Health Pilot Program Participants in another similar housing 
arrangement.   

The parties desire to amend the terms and conditions of the Agreement. Therefore, the Agreement 
is hereby amended as follows: 

1. By adding a new section after the last sentence of section 1.2, which will be designated as section
1.3 and contain the following text:

1.3 “Housing+Health Pilot Program” is a pilot program that assists medically 
complex individuals who are experiencing homelessness. The Housing+Health 
Pilot Program subsidizes housing assistance and case management services for its 
program participants on a short-term basis, and according the general principles 
of the Housing First and Permanent Supportive Housing approaches to 
program design. The purpose of those services is to help the program 
participants develop the life skills, financial resources, and coordination with 
healthcare resources necessary to allow them to support themselves in long-term 
housing arrangements.   



2. By adding a new sentence after the last sentence in section 4.3 that contains the following text:

Collaborator agrees not to seek payment in any form, directly or indirectly, from a 
federal health care program, including but not limited to Medicare or Medicaid, 
for items or services covered by this Agreement, except as otherwise permitted by 
42 C.F.R. § 1001.952. 

3. By deleting section 5.1 in its entirety, and replacing that section with the following text:

5.1 Term. This Agreement shall become effective on the Effective Date 
specified in the introductory paragraph of this Agreement, and shall be effective 
for a period of 12 months thereafter.  This Agreement shall automatically renew 
for successive periods of 12 months each on the same terms and conditions 
contained herein, and in any exhibit hereto, unless sooner terminated pursuant to 
the terms of this Agreement. 

4. By adding the following text to after the last sentence of the first paragraph of section 6.8:

Notwithstanding any other part of this Agreement, a party may use the DocuSign 
software platform to send notices of amendments to this Agreement to the other 
party.

5. By deleting section 6.11 in its entirety, and replacing it with the following text:

6.11 Amendment. United may amend this Agreement by providing 
Collaborator with a copy of the amendment at least 30 days’ prior to the effective 
date of any such amendment.  If Collaborator does not execute and return the 
amendment within 30 calendar days of receipt of the amendment, the amendment 
shall be deemed to be executed by Collaborator. Notwithstanding the foregoing, if 
Collaborator does not want to be bound by such an amendment, Collaborator may 
terminate this Agreement by providing written notice to United prior to the 
effective date of the amendment. The termination of the Agreement shall be 
effective 90 days after United receives Collaborator’s notice of rejection of the 
amendment and desire to terminate the Agreement. The terms and conditions of 
the proposed amendment will not bind Collaborator during the 90-day period. The 
parties acknowledge and agree that amendments may entered into using the 
DocuSign software platform, and that all such amendments shall constitute valid 
and binding amendments to this Agreement. 

6. By deleting subsections (ii) and (iii) of section 6.14, and replacing those two subsections with the
following text:

(ii) Indemnifying Party’s, or any of its employee’s, volunteer’s, or subcontractor’s
willful misconduct or negligent, or grossly negligent, acts or omissions, (iii)
Indemnifying Party’s, or any of its employee’s, volunteer’s, or subcontractor’s
violations of applicable law

7. The parties desire to amend and restate Exhibit A, which contains the description of the Housing
Assistance Services and the terms and conditions associated with those services. Therefore, Exhibit
A is deleted in its entirety, and replaced with the amended and restated Exhibit A that is attached
hereto.



8. All capitalized terms used in this amendment, which are not expressly defined in this amendment,
shall have the meaning assigned to such terms in the Agreement.

9. The parties hereby expressly waive the benefit of any notice requirements contained in the
Agreement that relate to this amendment.

10. Except as otherwise expressly provided herein, all terms and conditions of the Agreement
remain in full force and effect.

Barb Avery

Associate Director

1/25/2021



EXHIBIT A 
HOUSING ASSISTANCE SERVICES ADDENDUM 

The term “Housing Assistance Services” shall mean the housing assistance and case management services 
provided to a Member by Collaborator, and shall include, but not be limited to, the housing and case 
management services described in sections 3 and 4 of this Exhibit A.  

1. Compensation and Cost Reimbursements. United shall pay Collaborator the following amounts
as payment for the Housing Assistance Services provided to Members, subject to the terms and conditions
described below.

(a) Per Member Per Month Fees. United shall pay Collaborator $1,433 per Member
for members in Tier 1; $850 for members in Tier 2 participating in the Housing+Health Pilot Program for 
rent and utilities as payment for the Housing Assistance Services provided to Members. A minimum of 15 
members of which eight to nine will be in Tier 1 and six to seven will be in Tier 2 at any given time. 

(b) Start-up Cost Reimbursement. In addition to the fee described in 1(a) above,
United will reimburse Collaborator up to $1,800 per Member for one-time start-up costs associated with 
the Housing Assistance Services and Collaborator will bill United a one-time processing fee of $1000 for 
referrals originating exceeding 150 miles from Jacksonville, Florida. Start-up costs are non-recurring costs 
needed to support a Member during his or her participation in the Housing+Health Pilot Program, including: 
furniture, bedding, linen, toiletries, personal hygiene items, kitchen items, cleaning supplies, a one month 
supply of food, and security deposits. Collaborator will provide United with a detailed list of the start-up 
expenses associated with a Member, and provide documentary support for those expenses upon United’s 
request.

(c) Transit Cost Reimbursement. United shall reimburse Collaborator up to $85 per
Member per month for Member expenses for transportation. Collaborator shall provide United with copies 
of all receipts related to the transportation expenses. 

(d) Housing Modifications. If the total cost of the unit modifications for an individual
Member referenced in section 3(b) below exceeds $500, then (i) Collaborator shall seek United’s approval 
prior to engaging a contractor to perform unit modifications, and (ii) shall provide United with the bid or 
proposal for work to be completed for its review. Member expenses related to non-benefit unit 
modifications shall be billed on a monthly basis with the date of service, unit modification provided, and 
the corresponding Member’s initials, not to exceed a total of [insert reimbursement].  All unit modifications 
shall be performed by a licensed and bonded contractor. Collaborator shall require such contractor to 
maintain insurance limits that are customary and consistent with industry standards for unit modification 
services being provided by such contractor.  Collaborator shall provide to United a copy of the invoices for 
services rendered by such contractors along with the initial proposal. 

2. Duration of the Housing Assistance Services. Collaborator shall provide each Member with the
Housing Assistance services on a short-term basis for the following durations:

(a) Standard Term. Collaborator shall provide the Housing Assistance Services to
each Member until the earlier of the Member exiting the Housing+Health Pilot Program or 12 months, 
subject to the extension process described below.  

(b) Extensions. The parties acknowledge that there are circumstances in which a
Member may not be ready to transition out of the Housing+Health Pilot Program within 12 months. If 
United determines that a Member is not ready to support him or herself in a long-term housing arrangement 



after receiving the standard 12 months of Housing Assistance Services, then United shall have the right to 
extend the Housing Assistance Services for up to two extensions, with each extension lasting up to three 
months.   

3. Housing Assistance. Collaborator shall provide each Member with housing that meets or exceeds
the specifications described below, and on the following terms and conditions.

(a) Units. Collaborator shall make available a minimum of 15 units of one bedroom,
two bedroom, or three bedroom of supportive housing in Duval county, Florida 

(b) Requirements. All units shall be in Class B buildings or better. The units shall be 
compliant with the Americans with Disabilities Act, and the living conditions shall be conducive to a 
healthy, safe lifestyle. The units shall be operated under the Housing First and Rapid Re-housing models. 
All units shall be supplied with the following items: furniture, bedding, linen, toiletries, personal hygiene 
items, kitchen items, cleaning supplies,  a one month supply of food, and one smart Trac phone for members 
who do not enter the pilot with a phone. If applicable, Collaborator shall modify a unit to make it handicap 
accessible to accommodate a Member’s needs, or otherwise address environmental modifications that a 
Member may need. All units shall be within reasonable walking distance as applicable to, or have reliable 
public transportation options for a Member to use to travel to, the following: employment corridors, access 
to healthy food options, recreation/parks, daycare/preschools, primary schools, high schools, community-
based organizations, higher education/trade schools,

(c) Member Transition to Self-Supported Long-Term Housing. The parties 
acknowledge that the goal of the Housing+Health Pilot Program is to prepare Members to support 
themselves in long-term housing arrangements. As such, Collaborator agrees to offer each Member the 
opportunity to continue to live in the unit that the Member occupied during his or her participation in the 
Housing+Health Pilot Program after the Member successfully exits the program (to “transition in place”). 
Alternately, if the unit is unavailable for a longer-term housing arrangement, then Collaborator will secure 
a placement for the Member in another supportive housing arrangement of like kind and quality that can 
meet the Member’s needs. Collaborator will use a “step down” approach based upon member needs and 
progress toward graduation. Members who successfully exit the program will be required to follow 
Collaborator’s operating procedures, such as application and leasing procedures, before Collaborator will 
be required to offer a housing unit to a Member.  

4. Case Management. Case management services are the services provided by Collaborator 
to a Member for the purpose of helping the Member develop the life skills, financial resources, and 
coordination with healthcare and social resources necessary to allow the Member to support him or herself 
in long-term housing arrangements while successfully managing their own healthcare needs. Case 
Management services will shall use a Step Down approach: Tier 1: Members with a high need for case 
management with a high risk of returning to homelessness/housing instability without full subsidy 
and case management. All new referrals would start off in Tier 1 for a minimum of  three to six 
months, longer if needed. Tier 2: Members with little or no ongoing case management need and 
with affordability being the main housing stability challenge. After a regularly scheduled review 
and with both Collaborator and United in agreement, member will step into Tier 2. Collaborator 
will administer rent subsidy and provide limited case management. 
The case management services shall include, but not be limited to, the following: 

(a) Individualized Service Plan. Collaborator shall design an individualized service 
plan for each Member. The purpose of the plan is to prepare the Member to live in a long-term housing 
arrangement following his or successful completion of the Housing+Health Pilot Program. The plan shall 
address each Member’s needs with regard to housing, life skills training, and coordination with healthcare 



resources. Collaborator will design the plan in consultation with each Member, and if applicable, with 
United, a Member’s medical provider(s), and any other resources that may be relevant to a Member.  

(b) Assisting with Care Coordination Activities. Collaborator shall help each Member
coordinate his or her health care needs with United’s care coordination team and the Member’s healthcare 
providers. Care coordination shall include activities such as: helping Members schedule medical and 
behavioral health appointments, acting as a liaison between the Member and his or her health plan, assisting 
Members with communications to and from their health care providers, working with United’s care 
coordination team to ensure that the Member is accessing his or her benefits properly, teaching Members 
how to access the health care system, and accompanying Members on appointments with healthcare 
providers.     

(c) Life Skills Training.  Collaborator shall provide each Member with life skills
training to achieve self-sufficiency including, but not limited to: grocery shopping, managing finances, 
housekeeping, and the skills needed to maintain a residence in a housing unit; and vocational and 
employment training, including training to gain skills needed to manage the challenges of work (such as 
attention, focus, and social skills). 

(d) Transportation Assistance. Collaborator shall provide transportation assistance to
Members for needs related to the Member’s individualized service plan. Transportation assistance may be 
provided in the form of daily and/or monthly bus passes, taxicabs, ride sharing services, or direct 
transportation facilitated by Collaborator’s staff. Collaborator’s case manager, in consultation with the 
Member, will determine the appropriate level of transportation assistance required. 

(e) Assistance Qualifying for Government Benefits. Collaborator shall help each
Member apply for and maintain public benefits such as Social Security Disability Insurance, Supplemental 
Security Income, Medicare,  and/or other relevant programs that a Member may be eligible to participate 
in.   

5. Reports and Meetings. Collaborator shall provide the following information to United at
the intervals described below. 

(a) 90-day Assessments. Collaborator shall meet with United every 90 days to
evaluate the Housing Assistance Services, or at such other intervals that the parties agree to. 

(b) Monthly Reports. Collaborator will provide United with a monthly report, the
content and form of which shall be determined by United. The report is due on the last day of each month. 

(c) Weekly Case Management Meetings. Collaborator shall participate in weekly case
management meetings with United. 

(d) Quarterly Reports. United agrees to share data with Collaborator on a
national aggregate level quarterly. 

6. Member Disenrollment. In the event that a Member disenrolls from a United health plan
while receiving Housing Assistance Services hereunder and is no longer a participant in the 
Housing+Health Pilot Program, United shall pay Collaborator $850 per month, which represents the portion 
of the per Member per month fee referenced in section 1(a) that United has allocated housing costs, for a 
period not to exceed four months. During that period, both United and Collaborator will work in good faith 
to transition the individual to self-sufficiency or to another organization that provides housing assistance 
and/or case management services.   



7. Subcontracting. The parties acknowledge that Collaborator may use subcontractors to provide the
Housing Assistance Services described herein. All such subcontractors shall be subject the subcontracting
rules described in the regulatory appendices that are made a part of this Agreement pursuant to section 4.2.

8. Staffing. Collaborator shall maintain the following minimum staffing levels.

(a) Housing Case Managers: 1 FTE
(b) Supervisor: .5 FTE






