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FY25 Individual AFC Home Demographics

Legal Name: ______________________________________
Provider Site Name: ________________________________
Primary Contact for this site: __________________________

Home Address: ____________________________________

City: _________________ State _____ Zip __________

Home Manager or Lead Staff Name: ________________________________
Home Manager or Lead Staff Cell#: _________________________________
Home Phone# __________________ Home Fax# ________________

Home Email Address _________________________________________

License #: ____________________
# of Beds Licensed: __________

License Certification Type:
MI: _____
DD: _____ Both: _____

Home Gender: Male: _____ Female: _____ Mixed: _____

Handicap Accessible:
Yes: _____ No: _____

Average Direct Care hourly wage including benefits: $____________
Total weekly hours of direct care staffing (based on full occupancy):  ____________

