[image: image1.emf]                                  
VOICE MAIL - PROVIDER AGENCY PROFILE








Please print clearly and fill in as much as possible





AGENCY NAME:





PROGRAM NAME:


COUNTY: ____________________________________


ADDRESS: _______________________________________


CITY, STATE, ZIP:_________________________________


Contact Name #1:


Phone: (    )____                         E-mail:


Contact Name #2: 


Phone: (     )________________E-mail:_________________


Main Office Phone: (      )_____________________________


Fax number: (      )______________________________________                                                                                


Program Manager:_____________________________________


Phone:  (       )                                       E-mail:________________          


Executive Director/C.E.O.________________________________


Phone: (      )______________________E-mail:_______________


Type of organization: Government________ Non-profit_________


Organization website____________________________________











Fax To:  651-643-0770


OR MAIL TO:


OPEN ACCESS


1821 UNIVERSITY AVE. W


SUITE N-184


ST. PAUL, MN 55104


651-643-0883





OPEN ACCESS USE ONLY 


3-letter code:


ID #:   95


Security Code #:


VM#'s:





Training Date:








Other:








Entered?














PROFILE OF PROGRAM:		(Please check all that apply.)


EMPLOYMENT SERVICES				PROGRAM SERVES PRIMARILY:


___MFIP provider					    	____Single Adult


___Rehabilitation services					____Youth


___Job referrals						____Families with Children


   HOUSING SERVICES 				AGENCY MISSION:_________________


___Rental referrals					_________________________________ ___Transitional housing/treatment program	_________________________________


    ___Emergency shelter provider		  	_________________________________


HEALTH CARE					    	Workforce Center?


    ___Hospital or Clinic services				Yes____	No____


       ___CD or mental health provider						


   								Can we refer walk-in clients to you?


   ____VETERAN’S SERVICES				Yes____	No____


   ____DOMESTIC ABUSE SERVICES		 Do walk-in clients have to be clients


   ____DROP-IN CENTER                     		 of your agency  Yes____  No____





Date provider agency profile completed_______________________							


						














