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Application Basics

Narrative Questions
Project Scope.  Provide a description that addresses the entire scope of the proposed project. 

The Residential Recovery Program (aka Respite House) is an eight-bed shelter that serves individuals experiencing
homelessness who are exiting hospitals or institutions in need of temporary or terminal care. The facility, located at
1512 Princess Anne Street in Fredericksburg, offers 24-hour supervision, round-the-clock referral capability,
nutritious meals, dedicated care coordination, transportation, and a health care hub for homeless participants.
Entering patients must be homeless, have an identified medical or mental health need, and be referred by a
physician.

Referrals include basic demographics, doctor's orders for medications, discharge instructions, and a prescribed
amount of time that the referring physician believes the patient needs to stay in order to stabilize medically. Upon
arrival, Respite staff assess patient needs, begin enrollment with a primary care provider (often the Fredericksburg
Christian Health Center, which also partners with Micah's HealthBridge program), and obtain initial prescriptions.
Medication is managed by staff during the person's time in the program.

Each person receives an initial length of stay based on the recommendation of the discharging doctor. Within the
first week, the Respite Care Coordinator works with the participant to develop goals they hope to accomplish during
their stay. Immediate goals typically include doctor's appointments, enrollment with RACSB, substance abuse
treatment, and applying for Medicaid/Medicare and other benefits. Fredericksburg Christian Health Care provides
health visits on site, when needed, to help bridge people into care. 

Most service enrollments are completed on site. Potential disability cases are proactively supported in applying for
social security through SOAR, an expedited process available to homeless individuals. Participants identified with
mental health issues are connected with an internal PATH (Partners Assisting in Transitions from Homelessness)
outreach worker, who streamlines their entry into RACSB. Through Micah's Neighbor Care Center, participants may
access walk-in support for food stamp and/or Medicaid applications. A Veteran's Administration representative
connects eligible people to housing vouchers, assistance programs, and medical benefits. DMV also visits the
Neighbor Care Center on a scheduled basis (usually monthly), and volunteers are available to help clients access
free cell phones. Income resources through Micah's Step Forward program visit Respite to help people access
employment and other dignified income.

The Respite House operates with the goal of discharging at least 75 percent of its participants into a stable location.
It does not operate, however, as simply a temporary shelter until housing resources become available. Participants
must have a medical need in order to be enrolled. Respite staff assists them in addressing issues that improve
medical outcomes during their stay at the Respite House. The project measures success in terms of improved health
outcomes and reduced frequency of readmissions to the hospital for the same health conditions. 

Contact Phone Number +15404794116 

Contact Email meghann@dolovewalk.net

Application Type Renewal 

Project Type Emergency Shelter 
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Funding Need. Clearly state why VHSP Program funding is needed for this project (i.e. why does this funding pot
have to pay for your project over others?). Describe the impact of not receiving the requested funding would have on
the program and the community. RENEWAL: Indicate in detail the reasons for any increases or decreases in the
amounts you are requesting.

VHSP funding is one of very few grant resources available to fund emergency shelter programs. The federal funding
shift away from shelter programs and toward permanent housing programs many years ago was a welcome change
for many reasons. However, an unintended consequence of this change made accessing funds for existing
emergency shelter spaces more difficult. The Respite House, in particular, meets a very specific need in the
community and serves a very vulnerable population. The population the the Respite House serves historically
burdens the community, and particularly the medical system, with a very high cost of care when they utilize the
emergency rooms frequently to treat their medical needs and find temporary solace from their unhoused living
situations. Because VHSP still offers funds for emergency shelter programs, it is of paramount importance that this
project receive funding through this application. 

Particularly in a time where the federal funding situation is very uncertain, and CoC organizations do not know what
to expect from the next HUD CoC competition, continuing to access funds for existing programs is extremely
important for continuity of care, and for providing low-barrier shelter options for the most vulnerable neighbors in
our community. Not receiving the funding may cause this project to have decreased capacity, as dedicated and
experienced case management is crucial to serving the medical and mental health needs of the individuals who
access the Respite House program. 

Target Population. Based on data from PIT Counts, HMIS, and other data sources, provide details regarding target
population demographics, any specific increases/decreases in need/participation observed, and/or information on
those who are especially vulnerable in the service area.

Micah Respite House targets homeless individuals recovering from medical, mental health, or substance abuse,
offering a safe place to manage complex medical needs after a stay at a hospital or other medical facility. This
population struggles with a high rate of disease because their living situations are not conducive to proper nutrition,
hygiene, health management, and sleep. When living at the mercy of communal facilities, the outdoor elements, and
street violence, risky and unhealthy behaviors can become currency for someone without a home. Faced with such
stressors, they historically miss appointments, mismanage medication, and often seek unmanaged care in an
emergency room or go without treatment in order to avoid long waits for care. Without intervention, people
experiencing homelessness habitually cycle through medical and mental health systems with very little progress or
improvement to their condition(s).

According to the National Health Care for the Homeless Council (NHCHC), the National Alliance on Mental Illness
(NAMI), and the Substance Abuse and Mental Health Services Administration (SAMHSA), people experiencing
homelessness have higher rates of mental illness (26% vs 4% of the general population); substance abuse 38%
alcohol and 26% other drugs, vs 6% alcohol and 9% other drugs among the general population); and chronic disease
(80% vs 45% of the general population). As a result, hospital stays among the homeless population are twice as long
as the national average, and a person experiencing homelessness is five times more likely to be readmitted within
30 days of discharge. 

Of the 189 people counted as homeless during 2025's PIT Count in Fredericksburg, 39% visited a hospital emergency
room in a three-month period, 42% stayed inpatient in the last year, and 57% said the hospital emergency room was
their first stop when they need medical care. Our data shows that during calendar year 2025, only 36% of patients
entering the Respite House had an active relationship with a primary care physician upon intake. 

The Respite program has seen a trend in the last four years of serving increasingly older adults experiencing
homelessness with acute health needs. In calendar year 2025, 45 percent of Respite participants were age 55 or
older.  We have seen this trend in previous consecutive years as well, with percentages of those 55 and older served
by the program hovering between 40-50%.  For comparison, the percentage of those 55 and older entering the
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Respite House in previous years of the program's operation had been hovering in the low 30s. (32 percent in 2021,
27 percent in 2020, 34 percent in 2019, etc). 

Based on nationwide norms, we expect this trend of older adults experiencing homelessness to continue, pointing
to an increasingly vulnerable population being served with increasingly complex medical stabilization needs.

Community Need. Explain how the project meets the community need for funding requested. Explain how any
additional funds will increase system capacity and justify the community need for additional capacity. Be sure to use
data from PIT Counts, HMIS, and other data sources to justify your response.

Without stable housing as a discharge option for homeless patients, they are three to four times more likely to die
prematurely than their housed counterparts, the long-term benefits of inpatient care dissipate, and hospitals accrue
thousands of dollars in expenses that could otherwise have been avoided. Micah's Respite House addresses this
community need by providing a stable option for those well enough to be discharged from inpatient hospitalization,
but too ill to return to homelessness. The benefits of this project are validated by one of Respite's chief funding
sources: the Community Benefit Fund of Mary Washington Healthcare. The Community Benefit Fund has provided
$130,000 to support the Respite House's operations each year for the past 15 years, because it recognizes the
benefit to the community of decreasing hospitalizations and repeat admissions, and providing stable discharge
options for homeless individuals. 

The eight beds available through this program offer some respite to individuals experiencing homelessness with
medical stabilization needs, after their complex medical and mental health conditions led them to the hospital in the
first place. Respite's goals and methods are validated by the Community Health Improvement Plan (CHIP). The CHIP
identifies behavioral health, housing, and access to healthcare as the top three priority areas in 2026--all categories
that Micah has sough to address and improve since opening the Respite House in 2008. 

Renewal funding for the program includes a share (roughly .5 FTE) of the Respite Care Coordinator position, the
primary case manager on site at the program. The high needs of program participants require dedicated staffing in
order for the program to run successfully and achieve good outcomes. Although there is a need for increased wages
for the 24-7 dedicated staff members who operate the program, this program is sustainable without an increase in
funding at this time.

In the most recently-completed grant year ( July 1 - June 30, 2025), the Respite House served a total of 60 individuals.
Apart from these 60 individuals, the program received an additional 116 referrals that were declined. The majority of
these referrals that were not able to be accepted were due to a lack of bed space in the program. (Another common
reason for declining a referral is when an individual has medical needs that exceed the capability of the program.)
Respite nearly always operates at capacity with no bed space unused, speaking to an ongoing community need. 

In order to address the increasing complexity of the needs being referred to Micah, the organization has taken steps
to enhance medical and mental health partnerships. The primary example of this enhancement is Micah's
HealthBridge program, funded through DHCD's Housing Trust Fund Innovation grant. Through the HealthBridge
program, Micah contracts with health care organizations in the community to provide care for our neighbors in the
context in which the care is needed. The clinicians who visit the Respite House to provide MD appointments
(mentioned previously in this application) are coordinated and funded through the HealthBridge program. Thus,
HealthBridge and the Respite House work hand-in-hand as Micah's own de-facto health care ministry, addressing
health care gaps while people are unhoused, while people are in shelter programs, and when people move into
permanent housing. This ministry has helped to increase Micah's capacity to address health care needs across our
organization.

Diversion. Describe the specific strategies used to ensure that people attempting to access the homelessness
response system are diverted whenever possible.

From an organization-wide perspective, Micah's outreach and diversion efforts are a function of our CoC's
Coordinated entry process. 

4 of 10



When people are identified through in-reach or direct outreach strategies, staff's initial goal is to support them with
problem solving in ways that will resolve their homelessness. This could include facilitating treatment options,
shelter placement or relocation. It also could mean addressing income or other health barriers that, once removed,
would allow them to self-resolve. In some cases, it can also mean paying a deposit, assisting with family reunification
or other housing alternative. 

If it is determined more help is needed, the team engages the individual in comprehensive care, enrolls them in a
program, adds them to the community by-name prioritization list and sets a path toward any number of community
housing programs. This process is undertaken only when other steps are taken to ensure that the individual cannot
be diverted or cannot be assisted in self-resolving without more intensive support.

In terms of accessing this specific project, the Respite House functions as a referral-only program. One of the
preconditions for entry is that an individual must be unhoused; no referral is accepted for an individual who has a
housing option upon discharge from the hospital. 

Project Prioritization. Describe how the project receives referrals, determines eligibility, and prioritizes clients. How
were these prioritization criteria developed? Were these criteria informed by the community’s needs? 

When a person experiencing homelessness becomes sick enough to need family, hospice, or home health care, but
remains well enough that he could be discharged from the hospital/institution if he had a home to return to, that
individual qualifies for the Residential Recovery Program. Entering individuals must be homeless, have an identified
medical or mental health need, and be referred by a physician. 

Referrals include basic demographics, doctor's orders for medications, discharge instructions, and a prescribed
amount of time the physician believes the patient needs to stay. Priority is given to individuals with prior history of
street homelessness who are discharging from an inpatient facility.

Importantly, the Respite House does not serve to meet only a shelter need for those discharging from an inpatient
facility. If not having stable shelter is the only reason a referral is sent, the Respite House does not accept that
referral as an intake. An ongoing medical/mental health need is required as a condition of intake, so that the Respite
House can maintain its purpose of improving the health outcomes of homeless individuals.

These criteria were developed in partnership with Mary Washington Hospital early in Micah's history, when people
were frequently discharged from the hospital with nowhere to recover. As a result, they would frequently cycle back
into the hospital with often-worsening conditions, and sometimes die as a result. Not only did this burden the
medical system with exorbitant costs, it was not the kind of patient care that was desired. Mary Washington
Healthcare has been a long-time partner and funder for our Residential Recovery Program, as a result. 

Leveraging Mainstream Resources. Describe how the project leverages mainstream resources to support clients as
they prepare to move-on from project involvement. Provide project and organization level examples.

All of Micah’s programs are rooted in a wrap-around support system, which depends on co-locating community
services in the spaces most convenient to those needing assistance. This means offering space for community
services to be provided directly from the Neighbor Care Center at 1013 Princess Anne St., encouraging home visits of
any resource that is willing, and encouraging direct connection within our shelters, including the Respite House.
Examples of mainstream resources that are active in our operations:
• RACSB’s mental health outreach worker (PATH) who works full-time from the Neighbor Care Center.
• VA DMV visits Micah every other month, depending on the season, to support people needing identification and/or
vehicle registration services.
• Rappahannock Goodwill Industries facilitates an on-site job help center, providing computers for job search and
resume-building services.
• Representatives from Probation and Parole co-locate at the Neighbor Care Center weekly in order to decrease
probation/parole violations for transportation and other social reasons.
• The Veteran's Administration sends a representative to the Hospitality Center weekly and as needed, to support
veterans experiencing homelessness and connect them quickly with housing interventions.
• Micah also maintains a strong partnership with the nearby library, which hosts support services such as haircuts,
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job help, social services outreach, and local nursing students from Germanna and Eastern Virginia Career College
who conduct wellness screenings.

These organization-level examples of mainstream resources available are quite accessible to the participants in our
Respite House program. The Micah Respite House is just a few blocks from the Micah Neighbor Care Center, and
residents of the Respite House who are well enough to leave the premises frequently access these resources during
their time at the Respite House. For those who are not well enough to leave the premises of the Respite House, staff
works to ensure that the resources are brought to the Respite House, wherever possible, to serve the needs of each
participant.

The HealthBridge program is an example of a project partnership within Micah Ministries that is focused entirely on
leveraging mainstream resources and making those resources most accessible and available for the needs of our
clients. HealthBridge works very closely with the Respite House to serve the medical needs of project participants. 
Micah's HealthBridge program (funded by an innovation grant through DHCD) continues its diligent work to create
and strengthen partnerships with local medical and mental health providers. HealthBridge coordinates with
clinicians who provide medical and mental health appointments to Micah neighbors, either at the Neighbor Care
Center, at the Respite House, or in their individual housing units. In addition to this, HealthBridge also coordinates
in-home aide services for those who do not yet qualify for Medicaid- or Medicare-funded aides. These services
provide extra help to those who require assistance with activities of daily living in order to remain stable in housing,
but whose needs are not great enough for assisted living or inpatient care. Those participants in the Respite House
program who later move onto permanent housing programs have benefited from this arm of the HealthBridge
ministry.

Through customized employment and disability benefit assistance, Micah's in-house income development program
(called Step Forward) tailors assistance to the unique needs of unhoused neighbors. SOAR-trained (SSI/SSDI
Outreach, Access, and Recovery) staff assist individuals with disabilities to access Social Security benefits. The
expertise offered by the Step Forward program assists those participants in the Respite House program attain
income through an identified income pathway best suited to the needs and gifts of each participant. 

Micah Ministries has robust connections to mainstream resources, service providers, and other agencies, in order to
provide our neighbors, regardless of housing circumstance, with as many supportive connections and resources as
possible. The Residential Recovery Program has direct access to utilize all these partnerships and connections for
each program participant. 

Leveraging System Partnerships. Describe how the project leverages partnerships within the homelessness
response system to limit duplication of services.

From an organization-wide perspective, Micah's outreach efforts are a function of our CoC's Coordinated entry
process. Our CoC operates a Homeless Help Line (facilitated and staffed by the family shelter within our CoC), one
number that anyone experiencing homelessness, or within 14 days of experiencing homelessness, are directed to
call. This line serves as diversion, in addition to serving as the best way to direct callers to the CoC organization with
the correct resources for their particular needs. 

When people are identified through Micah's in-reach or direct outreach strategies, staff's initial goal is to support
them with problem solving in ways that will resolve their homelessness. This could include facilitating treatment
options, shelter placement or relocation. It also could mean addressing income or other health barriers that, once
removed, would allow them to self-resolve. In some cases, it can also mean paying a deposit, assisting with family
reunification or other housing alternative. 

If it is determined more help is needed, the team engages the individual in comprehensive care, enrolls them in a
program, adds them to the community by-name prioritization list and sets a path toward any number of community
housing programs.

Whenever possible, Micah guests are assisted to access shelter as quickly as possible, rather than being on the
street. However, because our community's only year-round emergency shelter for individuals has become more
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high-barrier to entry, the majority of individuals utilizing Micah services while experiencing homelessness remain
unhoused and unsheltered as they go through the prioritization process. 

The addition of Micah's Hesed House (a converted hotel that serves as "bridge housing"  for those in the community
awaiting housing location) about two years ago, has served to decrease the number of individuals living on the
street while in Street Case Management or on the PSH waiting list with another community partner. However, this
converted hotel is small in scale, offering only 14 rooms for neighbors at a time. Thus many individuals remain
unsheltered while enrolled in Street Case Management.

Once in Street Case Management, individuals are evaluated for vulnerability, chronic homelessness and other
programs for which they may qualify. Cases are not assigned to the housing program until they have been discussed
at the community prioritization meeting, which involves all other partners in the local system. It is determined at
those meetings which agency is best suited to work with the individual and what supports will be needed. When
possible, eligible clients are connected with RACSB's PSH program, Veteran's vouchers, SSVF or, in limited
cases, housing choice vouchers. When PSH is determined as the best intervention, but no beds are available, Micah
will often consider rapidly re-housing the client within our RRH projects until PSH bed space is available.

In terms of this specific project, the Respite House functions as the only shelter of its kind within our CoC. It operates
as a referral-only program, with a medical or mental health care need as a requirement of entry. Any individual
experiencing homelessness with a medical or mental health care need is eligible for entry, assuming the medical
needs are not so great that they exceed the capability of the program.

Barriers to Services. Are there any existing barriers in the community that would prevent a household from accessing
services? What is the project doing to address these barriers?

One significant barrier that all Micah projects face is the lack of affordable housing in our community. This reality
does not reflect a barrier to entering any Micah projects; it simply reflects the reality of longer times spent in some
projects before exiting to a housing program. In the case of the Residential Recovery Program, this reality reflects
the need to sometimes discharge participants to a solution other than permanent housing, once their immediate
medical needs are addressed and managed or resolved.

One of Micah Ministries' immediate goals is the establishment of a supportive, affordable housing community in our
area (called Jeremiah Community). We are actively working toward breaking ground on that community, which will
begin with 50 small homes designated for the chronically homeless, with a community center and on-site case
management staff and volunteer support. Micah Ministries now owns the properly-zoned land for this community
within Fredericksburg city limits, and has submitted a site plan to the city for approval. We hope to break ground on
this community this calendar year (2026). The addition of 50 units, designated for the chronically homeless, will
serve to increase Micah's capacity, and to immediately create more capacity within Micah's programs to move
individuals off the street and into housing more quickly. 

Another barrier that often challenges Micah's ability to house and maintain individuals in independent apartments is
the increasing acuity of those finding themselves in unsheltered situation. There are an increasing number of senior
adults becoming homeless, as well as those who do not yet meet the level of need for nursing home or assisted
living, but who do have in-home care needs that exceed typical case management responsibilities and expertise.
Resources in this community are limited to assist individuals with this level of need. Those with this level of need are
often those who are served by the Micah Respite program, presenting an increased challenge to successfully
housing these individuals. Micah's HealthBridge program has helped to address this disparity, but the disparity
nonetheless remains as the trend continues.

On the whole, Micah Ministries is an organization accustomed to serving a high-barrier population. We seek to
provide services to all five jurisdictions in Planning District 16. Our programs specifically focus on chronic homeless
individuals, with priority for those who face higher barriers, including sex offenders, medically fragile individuals,
and LGBTQ+. None of these factors would exclude someone from Micah Ministries or from the Respite House. In
fact, the more barriers a person faces, the more likely Micah’s programs are to take them on. Vulnerability and time
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spent homeless are generally our prequalifiers for assigning someone experiencing homelessness to a case
manager and working intensively with them.

As alluded to earlier in this application, this project seeks medically-vulnerable individuals specifically, in order to
improve their health outcomes with knowledgeable case management staff and supervision of their medical needs
while in stable, supportive shelter. In a perfect system with adequate affordable housing available, no individual
would exit the Respite House back to homelessness or even back to a temporary housing situation. The long-term
goal for Jeremiah Community will bring us closer to this vision, once the community has become a reality.

Anticipated Number to be Served. How many households does the project anticipate being able to serve? How
many people does the project anticipate being able to serve?

1 Households 60

2 People 60

Staffing.

Rene
wal

New/
Expansion

1
Number of FTE funded by this request (How many staff will be funded
with VHSP?) - Can be a fraction

.5

2
Number of FTE working on this project (from any funding source) -
Can be a fraction

4.5

Emergency Shelter Beds.

1 Ideal caseload for 1FTE case manager 8

2 Average length of stay of project participants 37 days

3 # of beds for households without children 8

4 # of beds for households with children 0

Emergency Shelter Budget. Provide amount in each eligible expanse. For line items not being request, enter $0.00.
Provide budget details for each line item describing what the funds are for and the justification for the amounts. For
line items not being requested, enter N/A.
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Expenses Renewal Renewal Details

Ne
w/

Exp
ansi

on

New/
Expan
sion 
Detail
s

1 Service Location Costs 0 N/A 0 N/A

2 Security 0 N/A 0 N/A

3 Maintenance 0 N/A 0 N/A

4 Supplies 0 N/A 0 N/A

5
Housing-focused case
management

US$27,115.00

renewal amount for roughly .5
FTE for case management staff
position dedicated to Respite
House project

0 N/A

6
Limited support
services (requires
DHCD pre-approval)

0 N/A 0 N/A

7
Other (requires DHCD
pre-approval)

0 N/A 0 N/A

8 HMIS 0 N/A 0 N/A

9 Administration 0 N/A 0 N/A

Total
US$27,115.00

Tota
l

Funding Loss. Have you lost any major sources of funding that would that the Funding Committee should be aware of
in considering your application?

No, the Residential Recovery Program has not lost any funding sources. The project is funded by a renewable
$130,000 grant from the Community Benefit Fund of Mary Washington HealthCare, each year. However, CBF has
been unable to increase that amount in the 15+ years that it has been granted, despite Micah's requests for
increases each year. Although funding amounts have not increased, the project costs have increased substantially
over the years (primarily due to staffing costs). All funding received by this project is thus crucial in order to ensure
that it remains operational and effective at its 8-bed capacity for the highly-vulnerable population it serves. 

Budget comments. Any other budget comments. 

N/A
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Log in to gwregion.grantplatform.com to see complete application attachments.

The applicant organization agrees
to act as the responsible fiscal
agent for any funds received and
will comply with applicable tax laws,
regulations, and CoC policies. By
submitting this application, the
organization's Board affirms they
have read and approve of the
content of this application.


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