SERVICE COORDINATION PLAN AND BUDGET

Project Name: ____________________________________________        __       Number of units: ______
Contact person for service coordination plan: __________________________________      ___________
[bookmark: _GoBack]Email: ________________________________________________  Phone: ____________________      __

Service Coordination
# of hours/week? _____	Contracted?           No                Yes (attach letter of intent)
On-site?           Yes                 No- Reason: _______________________________________________ _____

Threshold Coordinated Service #1: ___________________________________________________   ____
Frequency of Service: ____________________________________	Cost to Resident: ______  _____
Estimated Cost to Owner: _____________________
On-site:          Yes                 No- Location: _______________________________________________   ____
Brief Description:





Threshold Coordinated Service #2: ______________________________________________________   _
Frequency of Service: _________________________________       ___	Cost to Resident: _______  ____
Estimated Cost to Owner: ______________________
On-site:          Yes             No- Location: ______________________________________________________
Brief Description:



Additional Coordinated Service #1: ________________________________________________  _______
Frequency of Service: _________________________________       ___	Cost to Resident: ________  ___
Estimated Cost to Owner: _____________________
On-site:          Yes                 No- Location: ________________________________________________   ___
Brief Description:




Additional Coordinated Service #2: ________________________________________________  _______
Frequency of Service: _________________________________       ___	Cost to Resident: ________  ___
Estimated Cost to Owner: _____________________
On-site:          Yes                 No- Location: ________________________________________________   ___
Brief Description:




Additional Coordinated Service #3: ________________________________________________  _______
Frequency of Service: _________________________________       ___	Cost to Resident: ________  ___
Estimated Cost to Owner: _____________________
On-site:          Yes                 No- Location: ________________________________________________   ___
Brief Description:
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	Revenue Sources
	$ Amount
	
	
	
	
	
	
	

	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Total
	
	
	
	
	
	
	

	Property operating budget
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	Management company budget
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	Owner contribution
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	Grant:
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	Other:
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	Other:
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	Total:
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Expenses
	Annual $
	
	
	
	
	
	
	

	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Total
	
	
	
	
	
	
	

	Personnel (salary/fringe)
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	Training
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	Office Supplies
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	Transportation
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	Total:
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


Budget Narrative- Include detail below on expenses and sources of funds other than operating funds for the service coordination to be provided for this project:
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