HCCSD Continuum of Care
Monthly Project Status Report
Agency Name: _____________________
Project Name: ______________________  Project No. TX_________
Operating Year: April 1, 2015 – March 31, 2016
Reporting Month: ______________ Number of months into the reporting period:  #_____ / 12 = ____%

Number of units capacity goal:             Current capacity:  ____________

If not at 100% capacity, explain why: ________________________________________________________________________________________________________________________________________________________________________

Checklist of Reports attached:


 FORMCHECKBOX 
 HMIS Print-Out of APR Report: Q7- Data Quality; Q8-Number of Persons Served; Q9-
Households Served. 

 FORMCHECKBOX 
 Monthly Participant Discharge Summaries

 FORMCHECKBOX 
 Quarterly Persons Served Worksheets for 

 FORMCHECKBOX 
 April – June



 FORMCHECKBOX 
 Jul – Sep


 FORMCHECKBOX 
 Oct – Dec 


 FORMCHECKBOX 
 Jan - Mar

 FORMCHECKBOX 
 Other: ______________________________________________________________________ 
______________________________________________________________________________

Reports submitted by/date   _____________________________________________________/_____________
Project Monitor’s comments/Date approved: __________________________________________________________________________________________________________________________________________________________________________________________________________ Manager’s comments/Date approved:

__________________________________________________________________________________________________________________________________________________________________________________________________________
