Please duplicate this page as necessary for each service or program you offer.


2-1-1 Hudson Valley Region
Agency Name: 













Street Address: 













City: 







  State: 

  Zip:  





Mailing Address (If different from street address)

Address: 














City: 







  State: 

   Zip: 





Telephone 1  








Type  





Telephone 2  








Type  





Telephone 3  








Type  





E-Mail:   





Website:  







Phone types are as follows:  Administrative, 24-hour, Emergency, Fax, Helpline, Information only, Message/answering service, TDD/TTY

Office Hours and Days: 











Agency Type (please check one)


  Private, non-profit

  Proprietary

  City

  County


  State



  Federal

  Other 







Agency EIN #











Disability Access (please check all that apply)

 Disabled Parking

 Ramps


 Wide Doors

 Elevators

 Accessible Bathrooms

 Other 






Agency Description  












Executive Director:
Name:  







  Phone:  






Contact Person (if different from Executive Director)

Name:  















Title:  








  Phone:  



  

Travel Information (e.g. bus #20, cross streets: Central Avenue, Battle Avenue)

Do you have any other sites?  If so, please provide the following for each:

Address:  














Telephone:  







  Type:  





Site Director:  







  Phone:  





Travel Information:  
























     OVER, PLEASE

Agency/Organization Name:











Service or Program Name:  











Street Address at which service is offered: 









(If you have more than one site, please indicate at which sites the service or program is offered.)

Mailing Address (if different):  











Service Description:  



























Population Targeted for this service (e.g. homeless, mentally ill, developmental disability) – Be Specific

Contact person for this service/program:





  Phone:  



Days and Hours of Program:




  Date of Program Inception: 



Eligibility

Ages:  





Gender:  ____ F ____ M

Other:  














Application Procedure (check all that apply)

_____ Telephone
_____ Walk-in

_____ Appointment required  

_____ Referral required (from whom?)






Documents Required (check all that apply)

_____ None

_____ Proof of Residence
  _____ Proof of income

_____ Birth certificate 

_____ Other (please specify)






 Fees (check all that apply)

_____ No fee

_____ Fee of $_______
(how much?)
_____ Sliding fee scale from $______ to $______

Payment (check all that apply)

_____Medicaid _____Medicare _____Private insurance _____Credit card _____Personal check _____Cash

Languages other than English spoken by service providers


  Spanish

  Other 







Indicate the geographic areas served:

City







            Zip Code

Survey completed by: NAME 





TITLE 




 PHONE 



EMAIL





DATE 





Mail Form to:  2-1-1 Hudson Valley Region, 336 Central Park Avenue, White Plains, NY 10606

Fax: (914) 328-5184









