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Organization’s Legal Name: ______________________________________________________

Formerly known as or AKA names for Agency:_______________________________________

Agency Description/ Mission: _____________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Address: Main Office Address________________________________________  Confidential? (
 City: ________________  State: ________  Zip: _____________

Mailing Address (if different): _______________________________________________________

 
City: _________________ State: _________ Zip: ______________

Travel Instructions (Example: 2 blocks south from the corner of Grant and Franklin, directly across from the post office): _____________________________________________________

______________________________________________________________________________

Telephone List:

Main Telephone: _______________________ Client Contact (if different): ___________________

TTY: _______________________________   Toll Free: _________________________________

FAX: __________________________  Other: _________________________________________

Other Contact Information:

URL/Web Site Address: ___________________________________________________________

Main Office Hours: _______________________________________________________________

General E-Mail (For example, info@agency.com)_______________________________________

Agency Director/Administrator: ___________________________________________________

Agency Director Telephone: ______________________________  Confidential?  (
Agency Director Email: __________________________________  Confidential?  (
Agency Funding Sources:  _______________________________________________________

FEDERAL EMPLOYER ID NUMBER: ________________________________________________

ORGANIZATION TYPE:





Please check the ONE answer that identifies your organization’s status.

      (    Government –City (Municipal)

(   Non-profit --Religious


· Government –County 



(   Non-profit --501© 3




· Government – State



(   Non-profit --Other, Specify_____________   

· Government - Federal





   


(
Governmental –Other, Specify________________________________________________  

· For Profit --Individual/Group Practitioner


· For Profit –Other, Specify____________________________________________________

     

Site Information (If your Agency has only one site, please fill out the information below and skip to page 3 – Program Information. If your agency has more than one site, duplicate and complete this form for each site) 


Site Name: ___________________________________________________________________

Site Manager: ________________________________ Phone:__________________________

Address:

Site Address: _______________________________________________ Confidential?  (



City:______________________ State: ___________ Zip: ____________

Mailing Address (If different): _____________________________________________________




City: ______________________ State: ___________ Zip: ____________


Travel Instructions (Example: 2 blocks south from the corner of Grant and Franklin, directly across from the post office):____________________________________________________

____________________________________________________________________________

Telephone List: 

Site Telephone: ______________________________ Confidential?  (
TTY: _______________________________ Toll Free: ___________________________

Fax: ________________________________Other:  _____________________________

Site Office Hours: _____________________________________________________________

ACCESSIBILITY:

Please check all of the options that apply to your organization:


       ____Designated Parking


____Full Wheelchair Access

____Accessible w/o Special Facilities 

____No Stairs in Service Delivery Area 

____Wheelchair ramps 

____No Access ____ If no, please describe process for accessing services:  __________________________________________________________________________________________________________________________________________________________

Is there public transportation to this site? (  Yes   ( No

PROGRAM SURVEY FORM INSTRUCTIONS:  Complete one program survey form for each service or program that your organization provides.  Please duplicate this form as needed.

Organization Name: _____________________________________________________________

Program/Service Name: __________________________________________________________

Program/Service Description: _____________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Program Location: Please check and list the location(s) at which this program offered.

· Site 1: Main/Administrative Office
Site 5___________________________

· Site 2: _______________________ 
Site 6___________________________

· Site 3: _______________________
Site 7___________________________

· Site 4: _______________________ 
Site 8___________________________

Program Contact Information:

Program Contact Name: _____________________ Title: _____________________

Program Phone: __________________________ Fax: _______________________

TDD/TYY: ___________________________ Other: _________________________

Program/Service Days and Hours: 
     M_______ TU_______ W _______ TH_______ F _______ SAT ______ SUN _____

· Check here if this service is not available year round on a consistent basis. Explain:

__________________________________________________________________________
__________________________________________________________________________

Application/Intake Process: 

     Walk-in___ Call___ Appointment required ___ Requires Referrals from: ______________

     Please describe: __________________________________________________________

      _______________________________________________________________________

Documentation Required: (Valid Picture ID, proof of income, etc) _____________________

     ________________________________________________________________________

     ________________________________________________________________________

Eligibility Requirements: (Income, age, gender, geographic restrictions, etc.)___________

__________________________________________________________________________ 

__________________________________________________________________________

Fees/Payment Methods: ______________________________________________________

___________________________________________________________________________

Languages Offered: (other than English)__________________________________________

___________________________________________________________________________


Please provide the following additional information:

Form Completed By:

Name: ___________________________________ Title: ______________________

Telephone Number: _________________________ Date completed: ____________

Contact for future organization updates/survey (If different than individual completing form):

Name ____________________________________Title_______________________

Telephone_________________________________Email______________________

Thank you for taking the time to provide this information.  Your responses will help us to better meet the needs of the people in Calhoun, St. Joseph and Branch counties.

If you have questions or comments,

Contact Rachel Osborn @269-788-1136
Or by e-mail at rosborn@lifecareems.org

-------------------------------------------------------------------------------------------------------------------------------

For Administrative Use Only

Date info taken: ________________________ Staff/Volunteer receiving info: ______________

Date entered into database: ________________   Entered By: _________________________

Record Number_______________________________________________________________

Please mail this form to:

Database Manager

HandsOn Battle Creek 

34 West Jackson Street 

Suite 4A

Battle Creek, MI  49017
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