


 	EXHIBIT 1HSA	
QUALIFIED SERVICE PROVIDER CAPACITY DETERMINATION

The Applicant shall submit a complete Exhibit 1HSA - Qualified Service Provider Capacity Determination form to housingtaxcredits@iowa.gov no later than February 22, 2016.

[bookmark: Text47][bookmark: _GoBack]Project Developer:	     
[bookmark: Text48]Project Name:	     
Project City:	     

Qualified Service Provider
Name:		     
Address:		     
City, State, Zip:		     
Phone Number:		     
Contact Person:		     
Email Address:		     

Provide a brief organizational history of the Qualified Service Provider, including the agency’s mission statement, as it relates to supportive housing:
     

Type of Organization
|_| 501(c)(3) Nonprofit
|_| Government entity

Has the qualified service provider received funds from IFA since January 1, 2014?  
If yes, list below:	
	IFA Program
	Year
	Award Amount

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     



How many full time staff members perform work specifically related to supportive housing services?
     

Explain how you arrived at the above number.
     

Describe where the staff assigned to the proposed project will be located in relation to the project (on-site or off-site, location of off-site staff).
     

Describe any noted findings on the organization’s most recent audit or financial statement.
     

Describe any current or pending litigation in which the Qualified Service Provider is involved.
     

List the total annual operating budget of the qualified service provider.
       
Describe the homeless and housing stability services the organization currently provides.
     

List previous and current supportive housing and/or related service experience (complete table below or provide attachment).

	Program
	Service Area
	Type of Housing (shelter, rental assistance, permanent supportive)
	Household Type (singles, families, youth)
	Population Served (veterans, mental illness, etc.)
	Average number of persons or households served per year
	Program or Develop-ment Start and End Date
	Percentage of the Annual Operating Budget 

	     
	     
	     
	     
	     
	     
	     
	

	     
	     
	     
	     
	     
	     
	     
	

	     
	     
	     
	     
	     
	     
	     
	

	     
	     
	     
	     
	     
	     
	     
	

	     
	     
	     
	     
	     
	     
	     
	

	     
	     
	     
	     
	     
	     
	     
	



Describe how the qualified service provider will maintain a sufficient pipeline of eligible tenants for the proposed project.
     

Describe any collaborations or partnerships proposed to address the needs of the persons experiencing homelessness.
     

I certify that I am duly authorized by this organization to submit this Exhibit on the organization’s behalf, and that to the best of my knowledge, all information in this Exhibit is accurate and complete. I acknowledge that submission of this Exhibit is not a guarantee of award. Further, I give permission to the Iowa Finance Authority (IFA) to perform due diligence, perform credit checks, contact the organization’s financial institutions and perform other related activities necessary for reasonable evaluation of this Exhibit.  I understand that all information submitted relating to this Exhibit is a public record.  I certify that all representations, warranties, or statements made or furnished in connection with this submission are true and correct in all material respects.  I understand that it is a criminal violation under Iowa law to engage in deception and knowingly make, or cause to be made, directly or indirectly, a false statement in writing for the purpose of procuring assistance from a state agency or subdivision.

[bookmark: Text12]     	
Name of Qualified Service Provider

     	
Typed Name of Authorized Signatory


     	
Authorized Signature

     	
Title 

[bookmark: Text15]     	
Date
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