SECTION A
Provider Name:

HUMAN SERVICE PROVIDER

INVENTORY

Contact Last Name:

Mailing Address (Line 1):
Mailing Address (Line 2):

City:

First Name: Mid. Init.

State:
Zip:

Email Address:

Phone Number:

Fax Number:

Provide a description of your agency.

Please check all the services you provide:

71 Developmental Services

'l Developmental Service Case

Management

Group Home
Headstart
Headstart Other

0O o o o o o

Job Training

Developmental Services Preschool

Headstart Homebase

O O 0o o o o d

Mental Health Services

Mental Health Case Management
Nursing Facility

Senior Center

Senior Nutrition

Sheltered Workshop

Other (Please Describe):

Please fill out the table on the following page and include each county served by your

agency.



HUMAN SERVICE PROVIDER
COUNTY INVENTORY

PROVIDER NAME: REPORTING PERIOD TO

Note: Complete a line for each county your agency serves.

TRANSPORTATION PROVIDED BY AGENCY TRANSPORTATION
PROVIDED BY CONTRACTOR
County No. of Forecasted Transportation No. of No. of Lift Vehicle One-Way Vehicle One-Way
Participants No. of Provided By Vehicles Equipped Miles Passenger Miles Passenger
Participants Your Agency? Vehicles Trips * Trips*
in 5 years (Yes or No)

* Reminder: A round trip counts as 2 one-way passenger trips



