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Coordinated Access Introduction
What is Coordinated Access?
Coordinated Access is a process through which individuals and families experiencing homelessness or
at risk of homelessness, are provided referrals to housing and support services, based on a
standardized set of procedures.
There are four key objectives:
1.
2.
3.
4.

Help communities ensure fairness and prioritize people most in need of assistance
Help people move through the system faster
Reduce the number of new entries into homelessness
Improve data collection and quality

What are Coordinated Access Systems?
A Coordinated Access System is an essential element of any effort to prevent and end homelessness.
Coordinated Access Systems are designed to streamline the process for people experiencing
homelessness to access information for housing and support services needed to permanently end their
homelessness. We are aiming for a “no wrong door approach” where individuals can access housing
supports through multiple agencies within the community.
Why Coordinated Access?
Coordinated Access is a federal mandate and all communities that receive Reaching Home funding are
required to have a fully functioning Coordinated Access system by 2022. The Regional Municipality of
Wood Buffalo introduced a Coordinated Access system in 2019 and it is used to prioritize individuals
and families who are most in need of assistance and match them to appropriate housing and services.
This system will help to ensure fairness and streamline access to housing and services within the
Municipality.

What are Coordinated Access Points (CAP’s)?
Multiple community agencies serving as single-entry points where people experiencing or at risk of
homelessness can receive supports and resources. At these locations, individuals can receive
information on housing supports, be assessed using a common assessment tool and, if they choose, be
put on a By-Name List for housing.

Requirements for Coordinated Access Points
All organizations that would like to participate in the Coordinated Access System are required to
complete a 2-3-hour training to get an in-depth understanding of the By-Name List priority list, and how
to complete the VI-SPDATS. Each individual member of the access points are required to complete this
training if they will be completing the assessment tools.

All individuals that will be completing VI-SPDATS with clients have to complete FOIP training, this is a
1-1.5 hour free online training and can be accessed through the Service Alberta website at the following
link; https://www.servicealberta.ca/foip/training/online-training.cfm
Anyone who completes the VI-SPDAT Training must read and sign the Oath of Confidentially and the
By-Name list agreement for data sharing before completing any assessments. Access points cannot
start operating until these two forms are signed and returned to the RMWB.

Who are the Coordinated Access Points? (CAP’s)
The below listed agencies are part of the Coordinated Access Points that participate in the Coordinated
Access program. They work together and share information to ensure the clients receive the highest
quality services towards housing plans and assessments. Our goal is to have every agency that serves
individuals who are/at risk of homelessness to become access points.
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Alberta Health Services- Street Connect
Alberta Health Services- Inpatient Psychiatry
Centre of Hope -Drop in Centre
Centre of Hope- Outreach program
Choices Association of Fort McMurray
The Salvation Army- Mat Program
The Salvation Army- Men’s shelter
The Salvation Army- Diversion Program
Waypoints- Unity House
Waypoints- Second Stage housing
Waypoints- Outreach Team
Wood Buffalo Wellness Society- Centralized Intake
Wood Buffalo Wellness Society- Outreach
Woof Buffalo Wellness Society- Mark Amy Treatment Centre

Coordinated Access History
Community awareness,
assessment tool
training, Access Point
recruitment and
development began

Joined Built for Zero –
Canada (previously
called 20,000 Homes
Campaign)

Centralized Intake
created

2014

2019

2018

2017

2018

Data assessment of
housing program began

Coordinated Access
System planning began

2019–September
launch of the
Coordinated Access
System Pilot

Required Forms
Prior to the completion of the assessment tool, there is required paperwork to complete. This paperwork
is necessary to protect the individual’s confidentiality and will give permission for the access point to
connect with other agencies within the community to ensure wrap around services are being provided
for the individual. It is imperative to complete the paperwork to ensure that the individual is being
provided the necessary supports and referrals to external agencies.
The required paperwork;
•
•
•

Program Eligibility form
Client Consent to the disclosure of personal information
FOIP

Program Eligibility form
The program eligibility form is the first form to be filled out with the client. This form provides the access
point with identifying information to asses if the individual qualifies for the Housing First, Rapid Rehousing, and/or Permeant Supportive Housing programs. Individuals will not be denied supports based
on substance use, mental/physical health concerns, past housing first enrollments, or other barriers.
To qualify for any of the 3 programs, an individual must;
1)
2)
3)
4)

Be a Canadian resident/Permeant Resident
Be homeless/at risk of homelessness (if housed, proof of eviction notice is required)
Not own a house/land
Have lived in Alberta for at least 3 months

If an individual does not meet all 4 of the above criteria, then they are not eligible for Housing First
Programs., you will not need to complete the rest of the paper work, and you will not complete a VISPDAT. The individual should be provided with referral(s) to a program or provided with resources
more suitable for their needs. A list of referrals can be found on page 55 of this document.

Client Consent to the Disclosure of Personal Information
This form gives permission to the access point to connect with other supporting agencies when working
with the individual to discuss the individual’s situation, case plan and provide referrals. The form is also
required for the access point to send the paperwork/VI-SPDAT to the Centralized Intake worker to be
inputted into the ETO database and the BNL.

FOIP
The freedom of information and protection (FOIP) form ensures the protection of individuals’ privacy by
establishing rules for the collection, disclosure, retention, and use of personal information. The FOIP act
also provides individuals with the right to access their information from public bodies, subject to limited
and specific expectations.

VI-SPDAT (Vulnerable Index- Service Prioritization Decision Assistance Tool)
After the completion of the paperwork, the access point will start the common assessment tool to get a
better understanding of the individuals needs and to help make the appropriate referral. The VI-SPDAT
is a tool to assist the Centralized Intake Workers to prioritize individuals on the By-Name List. The VISPDAT is a form of referral and can take anywhere between 10-30 minutes to complete. The individual
must agree to sign all paperwork and state that they are looking for housing.

Purpose of the VI-SPDAT
•
•
•
•
•

Pre-Screening Tool
Provides a summary of individual’s current situation
Quickly determines whether an individual is high, moderate, or low acuity
Helps prioritize people who should be given a full SPDAT
Determines if an individual will qualify for the Housing First programs, or if they should be
referred to other community resources

When Should the VI-SPDAT be Competed?
•
•
•
•

When an individual is looking for housing, and they are not currently in housing or HIMD
If there is a significant change in the participants life while they are on the wait list
Has not had a VI-SPDAT completed in the last 3 months and remains on the waitlist
VI-SPDAT
 VI-SPDAT Single: Individual adults. If a couple with no children, administer a separate VISPDAT with each individual.

 VI-SPDAT Family: Parent/guardian with dependent children (under 18 years old) or who
would regain custody of their children (under 18 years old) if they find housing.

Before Starting the VI-SPDAT
•
•
•

Ensure you are in a safe space for the individual
Complete all paperwork:
Provide all the details about the requirements of the programs

Standardized Information to discuss with each person
All access points will have a standardized script to clearly outline what the process is to get on the
Housing First program waitlist, and what it will look like once someone receives a spot in a program.
Each participant will be provided with the same information and all the access points will need to relay
the same information.
Each individual seeking housing supports will need to be informed of the following information;
•
•

The assessment is a triage tool to determine need and key issues related to housing.
The purpose is to ensure fairness in placements with the focus on serving those with the most
acute needs first and to accurately match the person to resources.
• Completing the assessment will ensure the person is entered placement consideration. It does
not guarantee housing or placement in a program.
• The person should be encouraged to be honest/accurate so that the score and information
gathered in the assessment accurately reflects their needs.
• Individuals will not be denied housing supports based on current substance use, mental health
concerns, physical barriers, or other barriers.
• The individual should regularly check in to ensure their assessment remains on the By-Name
List. After 3 months of no contact they will be inactive on the By-Name List.
• The individual should understand program match does not mean physical housing – they will
have to view apartments and secure the housing through a tenant application process.
• The programs will have Case Management – meaning they will be assigned a case worker that
will visit them in their home on a weekly basis to work on housing stability.
• If they receive a spot in one of the Housing First Programs, they will be required to pay atleast
30% of their income towards rent. If the individual does not have an income, they will be required
to secure income from Alberta works with the support from their case worker. The client’s portion
of rent will increase during their time in the program to works towards graduation.

Opening Script for the VI-SPDAT
It is very important the following is read out before the survey starts and everything is included in the
script:
“Hello, my name is __________(Name)_________ and I work with
_________(organization)_________.

The survey tool is called a VI-SPDAT. This tool will be used to give me a better understanding of your
current situation and help me determine your risk of being homeless. This survey should take less than
7 minutes to complete as I only need “Yes” or “No”. You can skip or refuse to answer any questions. If
you do not understand a question, then I will give you more clarification on that question. It is very
important that you provide me with accurate information. There is no right or wrong answer. The
information that you will be providing me will be sent to our centralized intake team and entered into our
database which is also our waitlist for the housing programs. Would you like to continue?”
If individual agrees you would proceed with conducting the assessment. If they refuse you would end
the survey and provide them with resources or outreach services.

When Completing the VI-SPDAT
•
•
•
•
•

Do not probe for more details about a question or more answers.
Keep conversation brief until the survey is completed.
Write clearly
Reframe the question if the individual did not understand
Ensure that all questions are answered. Check “refuse to answer” if the client does not answer
the question.

After the completion of the VI-SPDAT:
Once all the paperwork and the Vi-SPDAT are completed, email all information in a locked PDF
document to the Centralized Intake Workers (CI) at the Wood Buffalo Wellness Society. Once the CI
worker receives all the documents, they will input the individual in the data system (ETO). When
everything is recorded on the database, the worker will add the individual onto the By-Name list. The
email addresses for the Centralized Intake Workers are; andrews@woodbuffalowellnesssociety.com
and theresa@woodbuffalowellnesssociety.com

Weekly Update form
The weekly update form is a fillable PDF file for the Access Points to fill out if an individual is already on
the By-Name list and their situation has changed. There is no need to complete another VI-SPDAT (i.e.,
one was done within the last 30 days). For example, an individual or family went from couch surfing to
sleeping in stairwells or had been sober for 6 months and has relapsed and utilizing substances
frequently. This form will help keep the Centralized Intake workers updated so they can make the
necessary changes on the By-Name List. This form can also be used to update the Centralized Intake
Worker whether an individual hasn’t been in contact for a long time and should be listed as inactive on
the By-Name List. This update form will need to be sent to the Centralized Intake worker on
Wednesdays so they can update the BNL accordingly.

By-Name List (BNL)
The BNL database holds information for all known individuals and families who are currently
experiencing or who are at risk of homelessness in Wood Buffalo and have given consent to be on the

list. The BNL is a prioritized list of individuals experiencing homelessness, the goal of the BNL is to
target resources to the most vulnerable individuals and to provide wrap around services to individuals
what are homeless or near homeless. The database includes personal and demographic information as
well as information about a person’s housing and health. It is necessary to collect this information in
order to:
a) Prioritize individuals who are on the waitlist for Housing First, Rapid Re-Housing, and
Permanent Supportive Housing
c) Coordinate information for reporting to funders, community partners and others
d) Ensure accurate data and data analysis
e) Have a better understanding of the needs and numbers of vulnerable individuals within the region

By-Name List Selection Process
When an housing first, rapid re-housing, or permanent supportive housing agency has an opening on
their caseload, the agency will contact the Wood Buffalo Wellness Society Centralized Intake team to
inform them that the agency has a spot available within their program and then Centralized Intake will
send the next individual on top of the priority list to that agency.

Prioritization and Selection Criteria of the BNL
Individuals will be prioritized by the VI-SPDAT Score and additional criteria set by the CPH
Community agencies. There are multiple factors that play a part in the prioritization of individuals, some
of the main factors that our community is focusing on include;
•
•
•

Chronic homelessness
Tri-morbidity
Rough sleepers
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Appendix G: Process Document for Coordinated Access System
At Coordinated Access Points:
Step 1: Individuals or families experiencing homelessness connect with one of the Coordinated Access Points
(CAP). These CAP’s are agencies that regularly encounter individuals or families who are experiencing
homelessness and are seeking housing supports.
Step 2: When an individual or family presents as homeless at a CAP, the agency is to determine eligibility for
housing support program (Housing First, Rapid Re-Housing, Permanent Supportive Housing). An individual will
not qualify for housing supports if they:
•
•
•
•

Own property or land
Have not been living in Alberta for 3 months or more
Are not a permanent resident or Canadian Citizen
Are housed, not currently experiencing homelessness, and/or have no notice of eviction.

Any individual who has any of the above 4 factors, can be referred to another community support program. At this
point, it is appropriate to discuss individual and family situation to better understand their need, and what
programs may or may not work.
Step 3: If the individual qualifies for housing supports, the CAP will then check the By-Name List (BNL) that is
emailed weekly to all CAPs. This is done to see if the individual is already on the BNL. If YES, see Step 3.1 to
update their situation on the BNL. If NO, please continue to Step 4.
Step 4: If an individual who is already on the BNL has completed a VI-SPDAT within the last 3 months, but has
had changes since completing the VI-SPDAT, information can be updated without completing another VISPDAT. This is only true if the individual’s household type has not changed. i.e., if they completed a single VISPDAT originally, but now they now have their children with them, they will need to complete a family VISPDAT.
To update information without doing a VI-SPDAT, the CAP will have to complete the BNL Update Form. Each
CAP will combine all changes that need to be completed each week and send the final version to CI before
Tuesday at 4:30pm.
Step 5: If the individual or family who qualifies for Housing First, Rapid Re-Housing, Permanent Supportive
Housing, is not on the BNL already, complete the following:
•
•
•
•
•
•

Consent form
Program eligibility form
FOIP
VI-SPDAT
VI-SPDAT Single: Individual adults. If a couple with no children, administer a separate VI-SPDAT with
each individual.
VI-SPDAT Family: Parent/guardian with dependent children (under 18 years old) or who would regain
custody of their children (under 18 years old) if they find housing.

Step 6: Scan all documents together in one package and email to CI every time you complete a VI-SPDAT (do
not wait and send them all at once). All completed packages must be sent to CI by 4:30pm on Tuesdays to be
included on the following week’s BNL.

Step 7: Continue to serve individual during housing process and be sure to update CI with changes should they
occur.
While on the BNL, the CAP of the individual’s preference will continue to support them throughout the BNL
process until they are matched with the appropriate supports and services. This support should include but is not
limited to:
•
•
•
•

Continue to engage with the individual or family and encourage them to find resolutions to their own
homelessness.
Provide housing support coordination and case management
Gather and complete the document readiness process, ensuring the individual or family will be document
ready if offered a housing and/or program vacancy
Provide updates to CI should anything change and/or complete VI-SPDATs every three months.

Centralized Intake (CI) Process
Step 1: CI receives full information package for individuals or families experiencing homelessness that have
connected with one of the Coordinated Access Points (CAPs).
Step 2: Once the data has been reviewed, the entry has been added to the By-Names List (BNL) and the data
management database (ETO), and the person(s) has been prioritized, an email will be sent to the provided
administrator email to confirm prioritization is complete. Individuals and families are prioritized on the BNL for
the appropriate housing and supports based on their situation and priority criteria.
Step 3: When a spot becomes available within the housing programs, CI will contact the CAP who was most
recently in contact with the top priority individual or family on the BNL.
Step 4: The CAP then has a maximum of 48 hours to respond to CI and confirm the interest of the individual in
the program.
•
•

If the CAP has not seen the individual in a while or CI is unaware of where to find the individual, they are
encouraged to find them via other means.
If individual cannot be found or they decline housing at this time, they will keep them at the top of the list
but move to the next person on the list.

Step 5: Once the individual has been found and has indicated they are ready to move into housing:
•
•
•
•

CI will complete a full SPDAT with the individual to get a better understanding of their barriers and to
ensure that the individual still qualifies for the program.
CI will contact the accepting agency’s coordinator and requests their scheduling availability for the
transfer meeting (various time-slot options are provided).
CI contacts the client and offers various time slot options for the transfer meeting. The transfer meeting
takes place within 1 week after the confirmation call between CI and the client.
Once confirmation is complete, CI informs the accepting agency’s coordinator and the transfer location /
time is confirmed.

Step 6: CI and the accepting agency will meet with the client where the client is most comfortable to do the
transfer. This meeting may or may not include the CAP, depending on the client’s preference. During this
meeting, a full SPDAT will be completed.
Transfer Process

Step 1: Once the transfer is completed, accepting agency’s Team Lead accepts the ETO transfer on Outreach
within 48 hours of the warm transfer appointment. This acceptance triggers an automatic notification to CI.
Step 2: Upon receipt of transfer notification, CI will dismiss the client in ETO.
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Appendix K: By-Name Prioritization list
Housing First:
Priority 1 – High (Chronic Rough Sleepers)
Unsheltered Homeless Sleeping primarily in:
Tri-Morbid
- Secluded encampments
- Mental health issues
- Public spaces
- Physical health issues
- Vehicles
- Substance use
Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.
Chronic

Priority 2 – High (Chronic Emergency Shelter Users)
Chronic

Unsheltered Homeless Sleeping primarily in:
- Emergency shelters
- Short term shelters

Tri-Morbid
- Mental health issues
- Physical health issues
- Substance use
Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.

Priority 3 – Low (Chronic Unsafe Couch Surfers)
Chronic

Sleeping primarily in:
Tri-Morbid
- Short term couch surfing situations
- Mental health issues
that are deemed unsafe due to
- Physical health issues
criminal activities or domestic
- Substance use
violence.
Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.

Priority 4 – Low (Chronic Institution Sleepers)
Chronic

Sleeping primarily in:
Tri-Morbid
- An institution not meant as a
- Mental health issues
permanent living arrangement. i.e.,
- Physical health issues
detox centre, hospital, prison, etc.
- Substance use
Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.

Priority 5 – Low (Chronic Hotel Users)
Chronic

Sleeping primarily in:
Tri-Morbid
- A hotel or motel room that is not
- Mental health issues
meant as a permanent living
- Physical health issues
arrangement.
- Substance use
Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.

Priority 5 – Low (Chronic Safe Couch Surfers)
Chronic

Sleeping primarily in:
- Short term couch surfing situations
that are deemed safe due to no
criminal activities or no domestic
violence.

Tri-Morbid
- Mental health issues
- Physical health issues
- Substance use

Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.

Rapid Re-Housing:
Priority 1 – High (Episodic Rough Sleepers)
Unsheltered Homeless Sleeping primarily in:
Tri-Morbid
- Secluded encampments
- Mental health issues
- Public spaces
- Physical health issues
- Vehicles
- Substance use
Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.
Episodic

Priority 2 – High (Episodic Emergency Shelter Users)
Tri-Morbid
- Mental health issues
- Physical health issues
- Substance use
Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.
Episodic

Unsheltered Homeless Sleeping primarily in:
- Emergency shelters
- Short term shelters

Priority 3 – Low (Episodic Unsafe Couch Surfers)
Episodic

Sleeping primarily in:
Tri-Morbid
- Short term couch surfing situations
- Mental health issues
that are deemed unsafe due to
- Physical health issues
criminal activities or domestic
- Substance use
violence.
Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.

Priority 4 – Low (Episodic Institution Sleepers)
Episodic

Sleeping primarily in:
Tri-Morbid
- An institution not meant as a
- Mental health issues
permanent living arrangement. i.e.,
- Physical health issues
detox centre, hospital, prison, etc.
- Substance use
Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.

Priority 5 – Low (Episodic Hotel Users)
Episodic

Sleeping primarily in:
Tri-Morbid
- Mental health issues
- A hotel or motel room that is not
meant as a permanent living
- Physical health issues
arrangement.
- Substance use
Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.

Priority 5 – Low (Episodic Safe Couch Surfers)
Episodic

Sleeping primarily in:
Tri-Morbid
- Short term couch surfing situations
- Mental health issues
that are deemed safe due to no
- Physical health issues
- Substance use
criminal activities or no domestic
violence.
Sorted by: Current sleeping arrangement, VI-SPDAT score, tri-morbidity, and date added to the list.

Appendix L: Canadian Immigration Stats and Homeless Support reference guide
This following chart can help identify if an individual will qualify for the Housing First programs or
emergency Shelters based on citizenship status;

Appendix M: Coordinated Access System Team - Terms of Reference
Introduction
The Coordinated Access System Team (CAST) was formed in June 2019. This team is made up of a group of
experts from within our community who work directly and primarily with individuals and families experiencing
homelessness or at risk of homelessness. The team members are best identified for their knowledge, insight and
ideas on how to end chronic homelessness.
The purpose of this document is to: define the roles and responsibilities of the team members, outline the
composition of the team and to act as a guideline in the governance and decision-making processes.
Function
This standing team will focus on the Coordinated Access System (CAS) service delivery within our region.
Decision making, sharing information, education, awareness, identifying emerging issues related to
homelessness, and identifying opportunities and strategies for addressing these issues are vital to the success of
the team in the initial steps of developing how CAS should work and will remain valuable to the continuation of
the team.
Scope
Sharing of Information
The community agencies and the Community Based Organization (CBO) and the Community Entity (CE)
representatives at the table will share with one another, projects they are currently involved with that deal with
issues of homelessness. It is expected, where possible, that agencies will partner with one another for more
effective and efficient service delivery. The social program advisor shall be apprised of the ongoing
projects/programs of individual agencies and will facilitate and promote partnerships between agencies. The
social program advisor will be the liaison between the CBO and the Coordinated Access System Team.
Awareness
The team will work with the CBO/CE to maintain communications that support ongoing public awareness
regarding issues related to homelessness.
The team will:
Increase community awareness
Facilitate information and education sessions
Aid in mobilizing community resources to address existing and emerging issues
Develop, review and maintain policies and procedures
Advocate for funding for Coordinated Access in the community
Sub Groups
The Team may form a sub group to deal with any emerging issues. With support from the social program
advisor, the sub group will meet on an “as needed basis” and be dissolved when no longer required.
Member Representation
There is an expectation that members regularly attend and participate in meetings, as this team will be the
knowledge experts who are legally boundby a confidential information sharing agreement, sending a designate
in a member’s absence will not be applicable. The Team may seek the assistance of external expert advisers in
the course of their work, where appropriate.

Membership - Membership will include but not be limited to representation from the following agencies:
Wood Buffalo Wellness Society – Centralized Intake
CBO/CE – one/two members
Staff Lead from each community access point
Team Leader from Centralized Intake
Frontline service provider from Centralized Intake
Frontline service provider representing the funded housing programs
CAST Structure
Chair
Co-Chair
Minimum of seven (7) members

Roles
Role of Individual Members
1. Understand the implications and outcomes of Coordinated Access.
2. Provide input and information from their organization’s perspective
3. Make collective decisions in the best interest of the community
4. Attend meetings regularly, consider issues and ideas raised, and advise accordingly
Role of Chair
1. Facilitate and lead monthly meetings
2. Maintain an appearance of impartiality
Role of Co-Chair
Act in the absence of the Chair
Role of CBO/CE
1. Prepare the agenda
2. Circulate the agenda at least 2 working days prior to the meeting
3. Provide a meeting space
4. Establish meeting schedule and notify the Team
5. Provide information, education and answer inquiries from the Team
6. Facilitate the meeting if requested.
7. Oversee program/project administration and development
8. Provide necessary support to the team
9. Facilitate education and information sessions
10. Advocate for community agencies participation
11. Report to Built for Zero in collaboration with the team
12. Attend Built for Zero In-Person Sessions and report back to group
13. Communicate action items, task assignments, and decision-making post meeting.

Agenda Items
All agenda items must be forwarded to the CBO/CE at cph@rmwb.ca at least one week prior to the next
scheduled meeting. The Chair makes the final decision regarding inclusion of an agenda item; however,
members may raise an item during the meeting under “additions to agenda”.
Meeting Minutes
Minutes will not be recorded in a formal matter, as there may confidential matters discussed. To ensure
consistency and accuracy, all action items, task assignments, or decisions made will be captured by the CBO/CE
and sent out via email within one week after the meeting has taken place.
Duration
The Team will meet monthly on the last Wednesday of each month at 3:00pm at the Jubilee Building at 9909
Franklin Avenue unless otherwise arranged. The meeting will be cancelled or rescheduled if two or less members
are able to attend.
Review
The ToR will be reviewed annually

Appendix N: Coordinated Access FAQ

Coordinated Access
Frequently Asked Questions (FAQ)
What is Coordinated Access?
It is a process through which individuals and families experiencing homelessness or at risk of homelessness, are
provided access to housing and support services, based on a standardized set of procedures for the individuals
or family intake, assessment of need and matching and referral to housing.
There are four key objectives:
1.
2.
3.
4.

Help communities ensure fairness and prioritize people most in need of assistance
Help people move through the system faster
Reduce the number of new entries into homelessness
Improve data collection and quality

What is a Coordinated Access System?
A Coordinated Access System is an essential element of any effort to prevent and end homelessness.
Coordinated Access Systems are designed to streamline the process for people experiencing homelessness to
access the housing and support services needed to permanently end their homelessness.

What are Coordinated Access Points (CAP’s)?
Multiple community agencies serving as a single-entry point where people experiencing homelessness in the
region can receive supports and resources. At these locations, individuals can receive information on housing
supports, be assessed using a common assessment tool and, if they choose, be put on a By-Name List for
housing. The provision of community access points of multiple service providers outside of housing initiatives,
where near homeless or homeless individuals and families can go to get information, resources, referrals,
complete assessments and be put on a by-name list for housing if necessary.

What is a By-Name List (BNL)?
The By-Name List is a prioritized list of individuals experiencing homelessness.

How is the BNL priority determined?
The priority of individuals on the list is determined by a standardized process implemented at the community
access points.

What is the reason for the BNL? The goal of the list is to target resources to the most vulnerable
individuals. Individuals are then matched to and offered housing appropriate for their needs or provided a
referral to other community resources.

Is my personal information secure on the BNL?
Yes, the By-Name list is a secure document that is password protected and can only be accessed by coordinated
access point volunteers

Is my personal information shared with other agencies?
Yes, your information is placed on a By-Name list that is accessible by all community access point agencies.

Am I guaranteed housing if my name is on the BNL?
Not necessarily. If there is an opening available with a housing agency and you are ranked high on the
prioritization (By-Name) list you will be contacted for housing.

How do I find out what agencies are access points?
There is a list of access points, where they are located, and their hours of operation. This list will be in various
locations around town and will provide all the details needed to find an access point within the region.

Can I sleep at the access points?
Some access points will be shelters that provide a place to sleep, a meal, and a place to shower.

Will access points store my goods?
Each access point will have different regulations around storing an individual’s goods.

Can I phone one of the access point agencies and make an appointment?
Yes you can, you can also walk into the doors during operating hours to speak to an access point

How do I access one of the agencies?
Call or walk into one of the agencies that are listed as access points.

What happens when I walk in to one of the community agencies for help?
The access point will complete necessary forms with you, and then complete an assessment tool

Can I refer a friend to an access point?
Yes

Can I bring a friend to an access point?
Yes

If someone tells me to go to a certain location because it is an access point, how do I know
that it is an access point?
A list of access points will be displayed in community agencies.

Appendix O: Referral List

Program Requirements
If an individual does not fall into all 4 of these categories then they will not qualify for Housing First,
Rapid Re-Housing, or Permeant Supportive Housing.
-

Homeless or Risk of homelessness (eviction notice must be provided if they are at risk of
homelessness
Does not own land or a house
Live in Alberta for 3 consecutive months.
Canadian Resident or has Permeant Residency card.

If an individual does not qualify for the programs, it is not necessary to complete a VI-SPDAT, but it is
important to assess their needs (through conversation) and determine where they can be referred
elsewhere to within the community.

Housing Support
Centre of Hope- Captains place

Housing support for up to 3 Males – who have been

Centre of HopeEviction Prevention
Ross Residence

Provides financial support, advocacy, and
resources for those at risk of eviction
Sober living house for men with supports to
maintain sobriety
Provides Case management, life skills coaching,
and housing supports
Long term housing supports for women fleeing
domestic violence
Support with searching for
housing/employment/income
Initial intake for individual wanting to be on the
waitlist for Housing First, Rapid Re-Housing, and
Permeant Supportive Housing

Support Through Housing (STHT)
Waypoints
Second Stage Housing
Wood Buffalo Wellness SocietyOutreach
Wood Buffalo Wellness SocietyCentralized Intake

diagnosed or suspected of with FASD (Fetal Alcohol
Spectrum Disorder

(780)743-3912

(780) 215- 1622
(780) 357-7677
(780) 838-8484
(587) 537-8903
(780)-881-2840
(780) 742-4003

Shelter
Centre of hope- Drop in Centre

Day-time drop in program with free access of
laundry, shower, basic first aid, and personal care
items

(780) 743-3912

The Salvation Army- Mens Shelter

Shelter for men that are seeking work, with a stay
of 21 days. Breakfast, Supper, and showers
provided

(780) 743-4135

The Salvation Army- Mat program

Nightly homeless shelter with a 35-mat capacity
for both men and women. Breakfast, supper, and
showers provided

(780) 743-4135

Waypoints- Unity House

The Regions only emergency women and children’s
shelter. Designed to provide shelter for up to 21 days,
Unity House has 45 bedrooms.

(780) 743-4691

Woods Homes

short-term shelter for youth aged 12-17 to stay
who are not living at home for various reasons.

(780) 750-2252

Affordable Housing
Salvation Army- START program

Wood Buffalo Housing Development
Corporation

Providing 24-hour support homes, employment,
independent living skills and community resources
for adults with development disabilities
Affordable and social housing

(780) 743-4135

(780) 799-4050

Food Support
NorthLife Soup Kitchen
The Salvation Army- Community
response unit
The Salvation Army Soup Kitchen
Wood Buffalo Food Bank

Open Monday-Friday serving free meals from
11:30AM-12:30PM
Mobile Canteen that is used for emergency
disasters as well as Outreach services to the
homeless
Providing lunches and dinners
Distributing food hampers for qualifying families
or singles

(780)743-3747
(780)743-4135

(780) 743-4135
(780) 743-1125

Clothing and Household Items
The Salvation Army- Community
Services
The Salvation Army- Thrift Store

Emergence frontline support for families and
individuals to support with rent/utilizes
Providing used clothing and household items at a
reasonable price

(780)743-4135
(780) 791-9903

Health Services
After Hours Clinic

Open 7 days a week

(780)714-2193

Family Health Services

Primary health care includes all the services in
your community that support the day-to-day
health
Wide range of health care services and a 24/7
emergency department
includes screening for early detection of disease,
immunizations, care for common illnesses, and
management of ongoing health problems

(780) 791-6247

Northern Lights Regional Hospital
Primary Care Network

(780)791-6161
(780)714-2193

Mental Health Support
Over the telephone support to assist individuals
to navigate the addiction and mental health
system
Providing mental health support in the home,
workplace, and community

(403) 943-1500

Mental Health Helpline

Confidential and anonymous services to support
individuals with mental health concerns

1-877-303-2642

Mental Health Services

Support for Mental Health issues

(780) 793-8360

Some Other Solutions

Support for grief and loss, suicide prevention,
and programming to support students

(780) 743-8605

Some Other Solutions

24/7 Crisis Line

(780) 743-4357

Waypoints- Sexual Trauma Support
line

24 hours a day support for those who are
experiencing or have experienced sexual trauma

(780)791-6708

Waypoints- Family violence crisis line

24 hours a day support for those who are
experiencing or have experienced family violence

(780)743-1190

Waypoints- Trauma Counselling

Free individual counselling to all genders, age 3
and older to focus on developing skill to manage
trauma related symptoms

(780) 743-4691

Access Mental Health

Canadian Mental Health association

(780)743-1053

Addiction Counselling/Treatment
Alcoholics Anonymous

Addiction Services Helpline

Alberta Health Services- Recovery
Centre
Addiction and Mental Health
Services
Cocaine Anonymous
Gamblers Anonymous
Mark Amy Treatment Centre

Self-supporting group for individuals who need
support with alcohol use
Toll-free and confidential service that provides
alcohol, tobacco, and other substances support.

(780)732-0099

A residential, short-term (20 to 42 days) intensive
treatment program for adults with substance issues

(780) 793-8300

Community Counselling services for individuals,
families, and youth to support with substance use
and gambling
Self-supporting group for individuals who need
support to stop using cocaine
Self-supporting group for individuals who need
support to stop gambling
Residential Treatment center focused around
Indigenous values and beliefs

(780) 793-8360

1-866-332-2322

(780)425-2715
(780)463-0892
(587) 334-2398

Narcotics Anonymous
Pastew Detox

Self-supporting group for individuals who need
support with drug and alcohol use
A 24/7 service that assist with individuals that are
detoxifying from alcohol and other drugs in a safe,
controlled setting

(780)791-2525

Community Supports
Alberta Health Services- Street
Connect

Comprises of a healthcare team is delivering a
wide range of services to homeless
individuals, including; mental health support,
addictions, self-harm reduction, and primary
care.
Various supports for individuals to live
independently in the community, supports
include; counselling, crisis intervention,
budgeting, medication management.
Support for children, adults and seniors
with developmental disabilities and Adults
living with an acquired brain injury

(780) 793-8360

Based on legal issues and financial eligibility,
clients are eligible to receive services for
referrals, information, legal advice, and legal
services
Offering a broad selection of programs and
services for all age groups that build upon
traditional aboriginal values and culture

1-866-845-3425

North East Alberta FASD network
(NEFAN )

FAS prevention and Support. Various
programming/services available

(780) 750-6678

North Reach

Supporting people living or affected by
HIV/AIDS, promoting public awareness,
providing harm reduction information/kits

(780) 791-3391

St Aidan’s Society

Support and programming for seniors

(780)-743-4370

Alberta Health Services- Assertive
Outreach

Blue Heron Support Services
Association

Legal Aid Society of Alberta

Nistawoyou Association Friendship
Centre

(780) 793-8360

(780) 791 3342

(780) 743-8555

Waypoints- Domestic-family violence
Outreach program

Waypoints- Rural Domestic-family
violence Outreach program
Wood Buffalo Regional Library

Waypoints works to end domestic violence,
sexual assault, and abuse in the community.
They can assist individuals with community
supports, advocacy, and provide them with
direct support
The program works to end domestic violence
by providing supports and services in the rural
and urban communities of the region

(780)791-5143

Providing free access to materials and online
databases for knowledge and pleasure

(780) 743-7800

(587) 537-8903

Family Support
Northeast Alberta Child and Family
Services Authority
Multicultural Association
McMan- Youth, family and community
services
McMan- Community Based Care
Program
The Hub family resource center

YMCA

Providing support for families by helping them
have safe and nurturing environments for
their children
Cultural/newcomer support for individuals
and families
Provides quality care and support to children,
youth, and families
Supports and promotes the dignity and selfesteem of youth
Provides drop in play, family support,
developmental screenings, parenting
programs, prenatal programming, and
supervised visits and exchanges
Family Support

(780) 743-4716

(780) 791-5186
(780) 743-9721
(587) 276-4432
(780) 791-7110

(780) 743-9600

YMCA- Home visitation

The program empowers and strengthens
family connections within the home

(587) 537-5019

Employment/Education
Choices Association of Fort McMurray

YMCA- Bridging the gap program
YMCA- Employment link program
YMCA- Temporary Foreign Worker
Support Program

Providing employment support and expanding
opportunities for individuals with barriers and
disabilities
20-week paid employment program for youth
between 15-30
French and English career and employment
services
Support Services to individuals on work
permits

(780) 791-3009

(780) 743-9600
(780) 791-1115
(780) 743-2970

Financial Assistance
Alberta Works
Assured Income for the Severely
Handicapped (AISH)
Income Support Contact Centre
Service Canada Centre

Providing employment and income support
Financial assistance for individuals with
permanent medical condition
Financial help for Albertans who don’t have
resources to meet their basic needs
Provides Canadians with a single point of
access to a wide range of government serves
and benefits

(780) 743-6232
(780) 743-7100
1-866-644-5135
1-800-622-6232

Appendix P: Current Access Points

Coordinated Access Points
Alberta Health Services- Street Connect
Tuesday and Thursday- Centre of Hope Drop in Centre
Monday, Wednesday and Fridays Wood Buffalo Addiction & Mental Health Services
Unit 120 339 Powder Drive Fort McMurray, AB, T9K 0M3
Phone 780-788-1556

Alberta Health Services- Inpatient Psychiatry
Northern Lights Regional Health Centre, Fort McMurray, Alberta
Open: Monday-Friday 8:15AM-4:15PM
Phone Number:780-788-1746
*No walk ins, services available for inpatient psychiatry clients

Centre of Hope- Drop in Centre
1 McLeod Street Fort McMurray, AB T9H 1Z4
Open: Daily from 8:30AM-4:00PM Closed from 11:30AM-12:30PM
Phone Number: 780-743-3912

Centre of Hope- Outreach Program
1 McLeod Street Fort McMurray, AB T9H 1Z4
Open: Daily from 8:30AM-4:00PM Closed from 11:30AM-12:30PM
Phone Number: 780-743-3912

Choices Association of Fort McMurray
10010 Franklin Avenue Fort McMurray, AB T9H 2K6
Open Monday-Friday 8:30AM-4:30PM Closed from 12:00PM-1:00PM
Phone Number: 780-791-3009

The Salvation Army- Mat Program
9919 MacDonald Avenue, Fort McMurray, T9H 1S7
Open Daily from: 4:30PM-7:30A Closed from: 7:30AM-4:30PM
Phone Number: 780-743-4135 ext: 34

The Salvation Army- Mens Program
9919 MacDonald Avenue, Fort McMurray, T9H 1S7
Open Daily: 5:30PM-7:45AM Closed from: 7:45AM-5:30PM
Office Hours: 8:30AM-4:30PM
Phone Number: 780-791-3234
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The Salvation Army- Community Response Unit
9919 MacDonald Avenue, Fort McMurray, T9H 1S7
Phone Number: 587-646-0298

Waypoints- Unity House
*No walk ins- service available for Unity House clients.
Waypoints- Second Stage Housing
*No walk ins- service available for Second Stage clients.
Waypoints- Outreach Program
*No walk ins
Phone: 780-750-8650 to make an appointment

Wood Buffalo Wellness Society- Centralized Intake
214-9914 Morrison Street Fort McMurray, AB T9H 4A4
Open: Monday-Friday 8:30AM-4:30PM Closed from 12:00PM-1:00PM
Phone Number: 780-742-4003

Wood Buffalo Wellness Society- Outreach Program
214-9914 Morrison Street Fort McMurray, AB T9H 4A4
Open: Monday-Friday 8:30AM-4:30PM Closed from 12:00PM-1:00PM
Phone Number: 780-881-2840

Wood Buffalo Wellness Society- Mark Amy Treatment Centre
Box 5748, Fort McMurray, AB T9H 4V9
Phone Number: 780- 334-2398
*No walk ins
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Appendix Q: VI-SPDAT guidance tool
VI-SPDAT Guidance Tool- Single Adult
This document breakdowns alternative ways to retrieve answers to the VI-SPDAT questions, should they cause
any confusion. It is important to note that the questions should be asked as written in the VI-SPDAT
Assessment Tool, unless they are creating confusion, or it is expected they will create confusion. The following
questions are only to be used as a means of clarifying what you are asking, not as alternatives to the actual VISPDAT questions.
It is also important to note that these questions are meant to help you when clarifying what they are saying.
See example below.
Correct way to clarify what you are asking vs what they are saying:
-

You: “Where do you sleep most frequently?”
Them: “What do you mean, frequently?”
You: “In the last 6 months, where did you stay overnight the most?”
Them: “oh, in shelter mostly.”

Incorrect way to clarify what you are asking vs they are saying:
-

You: “Where do you sleep most frequently?”
Them: “What do you mean, frequently? I stay overnight at shelter sometimes and sometimes I couch
surf.”
You: “So you are saying you stay at the shelter mostly?”
Them: “Yeah I guess so.”

The reason behind one being the correct way and one the incorrect way, is the first way is you are rewording
what you are asking them to help them better understand how to answer the question. The second way listed
above is you assuming their answers without asking a follow up question, such as one of the optional asks
listed below.
The follow up question to the second way could be “so you stay in shelter and also couch surf, in the last 6
months, which one would you say you did more often?” or “how many of those nights did you actually stay in
the shelter and not couch surf?”.
VI-SPDATs Single Adult
Part A: History of Housing and Homelessness
1. Where do you sleep most frequently?
a. Optional Ask: In the last 6 months, where did you stay overnight the most?
b. Optional Ask: Where do you sleep most often?
c. Optional Ask: Do you stay in shelter often?
i. If so, which shelter?
d. Optional Ask: If in institution or treatment, ask where were you living before treatment?
i. What is your plan after treatment?
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2. How long has it been since you lived in permanent stable housing?
a. Optional Ask: When was the last time you paid rent, or you had a lease?
b. Optional Ask: In the last year, have you had a lease, owned or home, or paid rent somewhere?
3. In the last year, how many times have you been homeless?
a. Optional Ask: How many times have you moved or changed housing situations in the last year?
i. Were you homeless any of those times or in between any of those times?
b. Optional Ask: In the last year, were you homeless constantly or were there periods of housing?
Part B: Risks
4. In the past six months, how many times have you…
a. Received health care at an emergency department/room?
i. Optional Ask: How many times have you been to the Emergency Room for anything. i.e.,
flu, doctor follow up.
b. Taken an ambulance to the hospital?
c. Been hospitalized as an inpatient?
i. Optional Ask: Have you stayed overnight in the hospital?
d. Used a crisis service, including sexual assault crisis, mental health crisis, family/intimate
violence, distress centres and suicide prevention hotlines?
e. Talked to police because you witnessed a crime, were the victim of a crime, or the alleged
perpetrator of a crime or because the police told you that you must move along?
i. Optional Ask: Did you talk to police or did police talk to you?
f. Stayed one or more nights in a holding cell, jail or prison, whether that was a short term stay
like the drunk tank, a longer stay for a more serious offence, or anything in between.
i. Clarify that the drunk tank counts
5. Have you been attacked or beaten up since you’ve become homeless?
i. Optional Ask: Have you been jumped?
6. Have you threatened to or tried to harm yourself or anyone else in the last year?
i. Optional Ask: Do you have any physical fights with others.
ii. Optional Ask: Have you tried to harm yourself?
iii. Optional Ask: Have you tried to fight anyone
7. Do you have any legal stuff going on right now that may result in you being locked up, having to pay
fines, or that make it more difficult to rent a place to live?
i. Optional Ask: Do you have charges against you?
1. Do you have court dates set?
ii. Mention: This does not include child and family concerns.
iii. Optional Ask: Do you have any outstanding fines?
iv. Optional Ask: Do you have any warrants for your arrest?
1. What is it for and how will it affect your housing?
8. Does anybody force or trick you to do things that you do not want to do?
a. Optional Ask: Does anyone use you for money?
b. Optional Ask: Do you get forced to steal or buy drugs?
c. Optional Ask: Do you get forced to prostitute?
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9. Do you ever do things that may be considered risky? (NOTE: if they say yes to one you can stop asking
the questions) i.e.
a. Exchange sex for money
b. Run drugs for someone
c. Have unprotected sex with someone you don’t know
d. Share a needle
e. Or anything like that
Part C: Socialization & Daily Functioning
10. Is there any person, past landlord, business, bookie, dealer, or government group like the CRA that
thinks you owe them money?
a. Optional Ask: Do you owe any money to friends?
b. Optional Ask: Do you owe any money for rent?
c. Optional Ask: Do you owe any money to utility companies (cell phone, etc.)
d. Optional Ask: Do you owe any money for taxes?
11. Do you get any money from the government, a pension, an inheritance, working under the table, a
regular job, or anything like that?
a. Optional Ask: Do you have any income from AB works?
b. Optional Ask: Do you have income from anywhere?
c. Optional Ask: Do you work part time? Bottle collecting? Full time?
12. Do you have planned activities, other than just surviving, that make you feel happy and fulfilled?
a. Optional Ask: Do you have any planned legal activities? i.e., The gym, movies, hobbies,
volunteering, etc.
13. Are you currently able to take care of basic needs like bathing, changing clothes, using the restroom,
getting food and clean water and other things like that?
14. Is your current homelessness in any way caused by a relationship that broke down, an unhealthy or
abusive relationship, or because family or friends caused you to become evicted?
a. Optional Ask: Are there any domestic issues at home?
b. Optional Ask: Do you have friends or family that often come and stay?
Part D. Wellness
15. Have you ever had to leave an apartment, shelter program, or other place you were staying because of
your physical health?
a. Optional Ask: Do you have any serious physical health that made you have to leave housing or a
shelter?
b. Optional Ask: Do you have any physical limitations that might prevent you from using services
or accessing housing?
16. Do you have any chronic health issues with your liver, kidneys, stomach, lungs, or heart?
a. Optional Ask: Do you have serious health issues that may be life threatening?
b. Optional Ask: Do you have serious health issues that affect your daily functioning?
17. Do you have any physical disabilities that would limit the type of housing you could access, or would
make it hard to live independently because you need help?
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a. Optional Ask: Do you have any physical limitations that might prevent you from using services
or accessing housing i.e., Using stairs
b. Optional Ask: Does someone need to be with you to support with daily functioning?
18. When you are sick or not feeling well, do you avoid getting help?
a. Optional Ask: When you fall sick, do you go to a doctor or do you ignore it?
19. Female – are you currently pregnant?
20. Has your drinking or drug use led you to being kicked out of an apartment or program where you were
staying in the past?
a. Optional Ask: Have you ever been kicked out because of drinking or partying in the past?
b. When possible, avoid saying “Has your drinking or drug use…” If they have not yet said they
drink or use drugs, so you don’t imply they drink or use drugs.
21. Will drinking or drug use make it difficult for you to stay housed or afford your housing?
a. Optional Ask: Does drinking or drug use take priority overpaying rent? (Specify on case notes)
22. Have you ever had trouble maintaining your housing, or been kicked out of an apartment, shelter
program, or other place you were staying because of:
a. A mental health issue or concern?
i. Optional Ask: Have you ever been kicked out because of your behaviors related to your
mental health?
b. A past head injury?
i. Optional Ask: Have you ever been kicked out because of your behaviors related to a
head injury?
c. A learning disability, developmental disability, or other impairment?
i. Optional Ask: Have you ever been kicked out because of your behaviors related to FASD
or a learning disability?
23. Do you have any mental health or brain issues that would make it hard for you to live independently
because you’d need help?
a. Optional Ask: Do you think you need support to maintain your housing because of mental
health or brain injury?
24. Are there any medications that a doctor said you should be taking that, for whatever reason, you are
not taking?
a. Optional Ask: Have you been prescribed something that you are not taking because you choose
not to or can’t afford to get it filled?
25. Are there any medications like painkillers that you don’t take the way the doctor prescribed or where
you sell the medication?
a. Optional Ask: Do you sell, give away, or get high with medications that have been prescribed to
you by a doctor?
26. NOTE: This is a YES or NO question: has your current period of homelessness been caused by an
experience of emotional, physical, psychological, sexual, or other type of abuse, or by any other
trauma you may have experienced?
a. Optional Ask: Have you ever experienced abuse or trauma?
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VI-SPDAT Guidance Tool- Families
This document breakdowns alternative ways to retrieve answers to the family VI-SPDAT questions, should
they cause any confusion. It is important to note that the questions should be asked as written in the VI-SPDAT
Assessment Tool, unless they are creating confusion, or it is expected they will create confusion. The following
questions are only to be used as a means of clarifying what you are asking, not as alternatives to the actual VISPDAT questions.
It is also important to note that these questions are meant to help you when clarifying what they are saying.
See example below.
Correct way to clarify what you are asking vs what they are saying:
-

You: “Where do you sleep most frequently?”
Them: “What do you mean, frequently?”
You: “In the last 6 months, where did you stay overnight the most?”
Them: “oh, in shelter mostly.”

Incorrect way to clarify what you are asking vs they are saying:
-

You: “Where do you sleep most frequently?”
Them: “What do you mean, frequently? I stay overnight at shelter sometimes and sometimes I couch
surf.”
You: “So you are saying you stay at the shelter mostly?”
Them: “Yeah I guess so.”

The reason behind one being the correct way and one the incorrect way, is the first way is you are rewording
what you are asking them to help them better understand how to answer the question. The second way listed
above is you assuming their answers without asking a follow up question, such as one of the optional asks
listed below.
The follow up question to the second way could be “so you stay in shelter and also couch surf, in the last 6
months, which one would you say you did more often?” or “how many of those nights did you actually stay in
the shelter and not couch surf?”.
Children
27. How many children under the age of 18 are currently with you?
a. Optional Ask: How many children do you have custody of, stay with you at your currently
sleeping arrangement?
28. How many children under the age of 18 are not currently with your family, but you have reason to
believe they will be joining you when you get housed?
a. Optional Ask: Do you have custody of your children, but they are currently staying with friends,
family, or in care?
i. Do you have confirmation they will move in with you when you are housed?
b. Optional Ask: Do you have children, but they are currently in someone else’s custody?
i. Do you have confirmation they will move in with you when you are housed?
29. If Household includes a female: Is any member of the family currently pregnant?
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30. Please provide a list of children’s names and ages:
a. Number of children and their ages are the most important piece of information here if they
don’t wish to share names and birthdays.

Part A: History of Housing and Homelessness
31. Where do you and your family sleep most frequently?
a. Optional Ask: In the last 6 months, where did you stay overnight the most?
b. Optional Ask: Where do you sleep most often?
c. Optional Ask: Do you stay in shelter often?
i. If so, which shelter?
d. Optional Ask: If in institution or treatment, ask where were you living before treatment?
i. What is your plan after treatment?
32. How long has it been since you and your family lived in permanent stable housing?
a. Optional Ask: When was the last time you paid rent, or you had a lease?
b. Optional Ask: In the last year, have you had a lease, owned or home, or paid rent somewhere?
33. In the last year, how many times have you and your family been homeless?
a. Optional Ask: How many times have you moved or changed housing situations in the last year?
i. Were you homeless any of those times or in between any of those times?
b. Optional Ask: In the last year, were you homeless constantly or were there periods of housing?
Part B: Risks
34. In the past six months, how many times have you or anyone in your family…
a. Received health care at an emergency department/room?
i. Optional Ask: How many times have you been to the Emergency Room for anything. i.e.,
flu, doctor follow up.
b. Taken an ambulance to the hospital?
c. Been hospitalized as an inpatient?
i. Optional Ask: Have you stayed overnight in the hospital?
d. Used a crisis service, including sexual assault crisis, mental health crisis, family/intimate
violence, distress centres and suicide prevention hotlines?
e. Talked to police because they witnessed a crime, were the victim of a crime, or the alleged
perpetrator of a crime or because the police told them they must move along?
i. Optional Ask: Did you talk to police or did police talk to you?
f. Stayed one or more nights in a holding cell, jail or prison, whether that was a short term stay
like the drunk tank, a longer stay for a more serious offence, or anything in between.
i. Clarify that the drunk tank counts
35. Have you or anyone in your family been attacked or beaten up since they’ve become homeless?
i. Optional Ask: Have you been jumped?
36. Have you or anyone in your family threatened to or tried to harm themselves f or anyone else in the
last year?
i. Optional Ask: Do you have any physical fights with others.
ii. Optional Ask: Have you tried to harm yourself?
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iii. Optional Ask: Have you tried to fight anyone
37. Do you or anyone in your family have any legal stuff going on right now that may result in them being
locked up, having to pay fines, or that make it more difficult to rent a place to live?
i. Optional Ask: Do you have charges against you?
1. Do you have court dates set?
ii. Mention: This does not include child and family concerns.
iii. Optional Ask: Do you have any outstanding fines?
iv. Optional Ask: Do you have any warrants for your arrest?
1. What is it for and how will it affect your housing?
38. Does anybody force or trick you or anyone in your family to do things that you do not want to do?
a. Optional Ask: Does anyone use you for money?
b. Optional Ask: Do you get forced to steal or buy drugs?
c. Optional Ask: Do you get forced to prostitute?
39. Do you or anyone in your family ever do things that may be considered risky? (NOTE: if they say yes to
one you can stop asking the questions) i.e.
a. Exchange sex for money
b. Run drugs for someone
c. Have unprotected sex with someone they don’t know
d. Share a needle
e. Or anything like that
Part C: Socialization & Daily Functioning
40. Is there any person, past landlord, business, bookie, dealer, or government group like the CRA that
thinks you or anyone in your family owe them money?
a. Optional Ask: Do you owe any money to friends?
b. Optional Ask: Do you owe any money for rent?
c. Optional Ask: Do you owe any money to utility companies (cell phone, etc.)
d. Optional Ask: Do you owe any money for taxes?
41. Do you or anyone in your family get any money from the government, a pension, an inheritance,
working under the table, a regular job, or anything like that?
a. Optional Ask: Do you have any income from AB works?
b. Optional Ask: Do you have income from anywhere?
c. Optional Ask: Do you work part time? Bottle collecting? Full time?
42. Does everyone in your family have planned activities, other than just surviving, that make you feel
happy and fulfilled?
a. Optional Ask: Do you have any planned legal activities? i.e., The gym, movies, hobbies,
volunteering, etc.
43. Is everyone in your family currently able to take care of basic needs like bathing, changing clothes,
using the restroom, getting food and clean water and other things like that?
44. Is your families’ current homelessness in any way caused by a relationship that broke down, an
unhealthy or abusive relationship, or because family or friends caused your family to become evicted?
a. Optional Ask: Are there any domestic issues at home?
b. Optional Ask: Do you have friends or family that often come and stay?
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Part D. Wellness
45. Has your family ever had to leave an apartment, shelter program, or other place you were staying
because of the physical health of you or anyone in your family?
a. Optional Ask: Do you have any physical limitations that might prevent you from using services
or accessing housing?
b. Optional Ask: Do you have any physical limitations that might prevent you from using services
or accessing housing i.e., Using stairs
46. Do you or anyone in your family have any chronic health issues with your liver, kidneys, stomach,
lungs, or heart?
a. Optional Ask: Do you have serious health issues that may be life threatening?
b. Optional Ask: Do you have serious health issues that affect your daily functioning?
47. Does anyone in your family have any physical disabilities that would limit the type of housing you could
access, or would make it hard to live independently because you need help?
a. Optional Ask: Do you have physical limitations that effect you from using services or accessing
housing? i.e., Using stairs
b. Optional Ask: Does someone need to be with you to support with daily functioning?
48. When someone in your family is sick or not feeling well, does your family avoid getting help?
a. Optional Ask: When you fall sick, do you go to a doctor or do you ignore it?
49. Has drinking or drug use led you to being kicked out of an apartment or program where you were
staying in the past?
a. Optional Ask: Have you ever been kicked out because of drinking or partying in the past?
50. Will drinking or drug use make it difficult for your family to stay housed or afford your housing?
a. Optional Ask: Does drinking or drug use take priority overpaying rent? (Specify on case notes)
51. Has your family ever had trouble maintaining your housing, or been kicked out of an apartment,
shelter program, or other place you were staying because of:
a. A mental health issue or concern?
i. Optional Ask: Have you ever been kicked out because of your behaviors related to your
mental health?
b. A past head injury?
i. Optional Ask: Have you ever been kicked out because of your behaviors related to a
head injury?
c. A learning disability, developmental disability, or other impairment?
i. Optional Ask: Have you ever been kicked out because of your behaviors related to FASD
or a learning disability?
52. Do you or anyone in your family have any mental health or brain issues that would make it hard for
your family to live independently because you’d need help?
a. Optional Ask: Do you think you need support to maintain your housing because of mental
health or brain injury?
53. Does any single member of your household have a medical condition, mental health concerns, and
experience with problematic substance use?
54. Are there any medications that a doctor said you or anyone in your family should be taking that, for
whatever reason, they are not taking?
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a. Optional Ask: Have you been prescribed something that you are not taking because you choose
not to or can’t afford to get it filled?
55. Are there any medications like painkillers that you or anyone in your family don’t take the way the
doctor prescribed or where you sell the medication?
a. Optional Ask: Do you sell, give away, or get high with medications that have been prescribed to
you by a doctor?
56. NOTE: This is a YES or NO question: has your family’s current period of homelessness been caused by
an experience of emotional, physical, psychological, sexual, or other type of abuse, or by any other
trauma you or anyone in your family may have experienced?
a. Optional Ask: Have you ever experienced abuse or trauma?
57. Are there any children that have been removed from the family by a children protection service within
the last 180 days?
58. Do you have any family legal issues that are being resolved in court that impact your housing or who
may live within your housing?
59. In the last 180 days have any children lived with family or friends because of your homelessness or
housing situation?
a. Optional Ask: Do you have children staying with friends or family because of where you sleep at
night?
60. Have any child in the family experienced abuse or trauma in the 180 days?
61. Do your children attend school more often than not each week?
a. Optional Ask: Do your school age children go to school most days?
62. Have the members of your family changed in the last 180 days, due to things like:
a. Divorce
b. Your kids coming back to live with you
c. Someone leaving for military service
d. Someone leaving for incarceration
e. A relative moving in
f. Or anything like that?
63. Do you anticipate any other adults or children coming to live with you within the first 180 days of being
house?
a. Optional Ask: Do you have any plans of letting anyone move in with you when you get housed?
i.e., family, friends, children.
64. Do you have two or more planned activities each week as a family such as outings to the park, going to
the library, visiting other family, watching a family movie, or anything like that?
65. After school, or on weekends or days when there isn’t school, is the total time children spend each day
where there is no interaction with you or another responsible adult:
a. 3 or more hours per day with children aged 13 or older?
b. 2 or more hours per day for children aged 12 or younger?
c. Optional Ask: Do your older children spend 3 or more hours per day with another responsible
adult?
d. Optional Ask: Do your younger children spend 2 or more hours per day with another
responsible adult?
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66. Do your older kids spend 2 or more hours on a typical day helping younger siblings with things like
getting ready for school, helping with homework, making them dinner, bathing them, or anything like
that?
a. Optional Ask: Do your older children help your younger children around the house?
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