


 	EXHIBIT 2HSA	
CONTINUUM OF CARE REVIEW 


[bookmark: Text47]Continuum of Care Region:	     
[bookmark: Text48]Project Name:		     
[bookmark: Text49]Ownership Entity Name: 		     
[bookmark: _GoBack]Project Address:		     
	
Qualified Service Provider:	     
Provider Address:		     
Provider Phone Number:		     

	Target Population(s) for Long-term Homeless Units
	

	
Household Type: Family, Single Adults, Families     with Youth

	
     

	
Sub-Populations: Chronic Homeless, Severely Mentally Ill, Chronic Substance Abuse, Veterans, Victims of Domestic Violence, HIV/Aids, Other (describe)

	
     

	
Total Number of Housing Units

	
     

	
Total Long-term Homeless Units

	
     





	This section must be completed by the Continuum of Care Chair or Director.




The Continuum of Care has reviewed the proposed project and confirms that it meets an identified need for supportive housing in the region.

[bookmark: Check1][bookmark: Check2]|_| Yes		|_|  No 



[bookmark: Text12]     	
Continuum of Care Chair or Director

     	
Title

	
Signature of Representative

[bookmark: Text15]     	
Date
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