SUPPORTIVE HOUSING APPLICATION

Note to Applicant
Thank you for applying for Supportive Housing.  Your application will be reviewed and you will be notified once the review is complete.  If you are eligible, your name may be placed on a waitlist.  Placement on a waitlist does not guarantee that a housing unit will be available to you.  The length of time you will spend on the waitlist will depend on how many units are available and when openings occur.   Please note that if your housing situation has changed by the time you are first on the list, you may no longer be eligible for housing assistance. 

Purpose

The screening application is intended to establish basic eligibility for placement on a waitlist of a supportive housing program or group of programs.  The application focuses on determining housing/homelessness status, disability and income.  It also includes additional information needed for entry into HMIS and other information management systems.  

This screening application does not replace Housing Authority, HUD or program specific applications that need to be completed prior to move in and/or program entry. Since an applicant’s situation and/or housing status can change significantly between being placed on a waitlist and program referral, questions used in an assessment/intake are not asked.
Process

An individual or a service provider working with an applicant can complete this application.  In addition to answering all questions, an applicant or person working with the applicant must arrange for supporting documentation that verifies disability and housing status.  There are several options available to verify disability and homeless status outlined in the application.   If applications are reviewed by a committee, information and permission regarding disclosure to participating agencies must also be included.
For official use only:
Date Received: ____________________________
  Time Received: __________________________
Received by:  ______________________________
  Signature: _______________________________
Date Reviewed: ________   Reviewed by:  __________________
Signature: ____________________
Approved for:

( Homeless     ( Chronic Homeless   ( Fleeing Domestic Violence   ( Veteran   
( Mental Health Disability  ( Substance Use   ( HIV/AIDS  ( Other: __________________________
Applicant Information
1. Last Name: 


_____    First Name: 
_________


 MI: _____

2. Address, phone number and email where you can be reached:
Address: 


___________________City: __


 State: 
_  Zip: 
______
Phone: (_____) _________ -_____________  Email: ___________________________________________
3. Social Security Number: ________________________________  
4. Date of Birth: ____/____/____
5. Gender:  ( Male     ( Female    (Transgendered FtM        (Transgendered MtF       ( Other
6. Have you ever served in the U.S. Military? ( Yes  (No

If yes, what is your discharge status?  ( Honorable  ( Dishonorable  (Other  (Unknown
7. Who are the family members you would like to have live with you (if any):

	Name (do not include your name)
	Relationship 
	Social Security Number
	Gender
	Date of Birth

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Homeless Status

Please include a completed Homeless Verification Form (attached). 
Note: if you have documented attempts to obtain written verification but were unable to get it, you may attach a statement describing your present housing situation.  
Disability 
1. Has a medical or behavioral health professional ever told you that you have one or more of any of the following disabilities? (please check all that apply)

(Serious Mental Illness
(Chronic Drug Abuse


(Chronic Alcohol Abuse
(HIV/AIDS

(Other (please specify):  _____________________________

2. If you are disabled, please include completed Verification of Disability Form (attached). 
Note: if you have documented attempts at obtaining a completed verification form but were unable to do so, you may provide a written verification from the Social Security Administration documenting the disability/disabilities or another document, payment stub or other proof that you receive Social Security Disability or Veteran Disability Compensation. If you provide this documentation instead of a completed verification form, a licensed clinician will need to confirm your disability before you are offered supportive housing. 

Income 
Do you and/or people that will live with you receive income? ( Yes  (No  
If yes, indicate the person(s) receiving and monthly amount by source type.
	Person(s) Receiving
	Source
	Monthly Amount

	
	Social Security Income (SSI)

	

	
	Social Security Disability Income (SSDI)
	

	
	Social Security retirement
	

	
	State Administered General Assistance (SAGA)
	

	
	Temporary Aid to Needy Families (TANF)
	

	
	Child Support
	

	
	Veteran Benefits
	

	
	Employment Income

	

	
	Unemployment
	

	
	Food Stamps
	

	
	Other (specify):
	

	
	Other (specify):
	

	
	Medicaid           ( Yes
(No

	
	Medicare           ( Yes
(No


Conservator of Person
Do you have a Conservator of Person? ( Yes  (No  If yes, please provide name, address and phone.

	Name
	Address
	Phone

	
	
	


Referral Source
It is helpful to know if someone is helping you apply for supportive housing.  If you would like us to know who is helping you, please provide the following information and indicate if he or she can be contacted: 

	Name
	Title
	Agency and Address
	Phone
	Can we Contact?

	
	
	
	
	Yes (  No  (


Voluntary Information
You do not need to provide the following information asked in 1-4.  If you do provide this information, it will be used to try to contact you if you cannot be reached, for data that supportive housing programs have to report and to help a supportive housing program know which other providers you might be working with.   It will not be used to determine if you are eligible for supportive housing.  
1.  Primary and secondary (if applicable) race:
	Race
	Primary √
	Secondary √

	American Indian or Alaska Native
	
	

	Asian
	
	

	Black or African American
	
	

	Native Hawaiian or Other Pacific Islander
	
	

	White
	
	


2.  Ethnicity: 
(  Hispanic/Latino   
(  Non-Hispanic/Latino


3. What was the zip code of your last permanent address? ___________________

4. If applicable, list the name, address and phone of the following people and indicate if they can be contacted:
	Person
	Name
	Address
	Phone
	Can we Contact?

	Clinician
	
	
	
	Yes (  No  (

	Case Manager
	
	
	
	Yes (  No  (

	Physician
	
	
	
	Yes (  No  (

	Emergency Contact
	
	
	
	Yes (  No  (

	Closest Relative
	
	
	
	Yes (  No  (

	Financial Conservator
	
	
	
	Yes (  No  (

	Representative Payee
	
	
	
	Yes (  No  (

	Other
	
	
	
	Yes (  No  (


Signature

The above information is true and correct to the best of my knowledge.

Applicant Signature  






 Date
Supportive Housing 

Homeless Verification Form

This form must be completed by an outreach worker, shelter staff member or staff from service agency who is able to verify the applicant’s homeless status.
Applicant Information

Name: 



_________________

    Date of Birth: ____/____/____
Verifying Agency Information

Agency: ______________________  
  Address: _____________________________________
Name of staff providing verification : 
____ ______________  Phone:________
________
Description of Housing Status 
(   The applicant lives in a shelter, a place where someone is not meant to live (such as a car, park, abandoned building, bus or train station, airport or camping ground) or in a hotel/motel paid for by a charity or government.

a. On what date did the applicant last live in an apartment, house or another place where people
 usually live? ____/____ /____


b. How many separate times did the applicant live in a place (for more than 15 days) where someone is not meant to live, in a shelter, in transitional housing and/or a hotel/motel paid for by someone else during the past 3 years?  _________

(   The applicant lives in transitional housing for homeless individuals.  

a.  Did the applicant live in a place where someone is not meant to live or a shelter right before entering transitional housing?   ( Yes
(No
(  The applicant is leaving an institution where he or she has lived for less than 90 days.

a.  Did the applicant live in a place where someone is not meant to live or a shelter right before entering the institution?   ( Yes
(No
b. Admission date: _____________  
Planned discharge date: ___________
( The applicant is fleeing or attempting to flee domestic violence or other dangerous or life-threatening condition related to violence.
a.  Is the applicant unable to identify or obtain other housing resources?  ( Yes
(No
Statement and Signature
I verify the above description of the applicant’s housing situation.
_________________________________



___
     _______________
____________

 Agency Staff Signature 


         



       Date

Supportive Housing 

Disability Verification Form

This verification form must be completed by a clinician who is licensed to diagnose and treat the identified disability/disabilities.
Applicant Information

Name: 



____

Date of Birth: ____/____/____
Verifying Clinician Information

Name : 
Phone Number: 





Disability (check all that apply)
(Serious Mental Illness
(Chronic Drug Abuse


(Chronic Alcohol Abuse
(HIV/AIDS

(Other (please specify):  ______________________________
Diagnosis Code(s)
	Axis
	Description
	Code

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Statement and Signature
I verify that the above disability/disabilities is/are expected to be long-continuing or of indefinite duration, substantially impede the applicant’s ability to live independently, and that I am licensed to diagnose and treat the identified disability/disabilities.
_________________________________



___
_______________
____________
Clinician Signature  
Profession


 License # and State
  Date


Supportive Housing 

Release of Information
I agree that the information in this application and verification forms can be released to the following agencies that I have initialed. Information can be released for the purpose of facilitating a referral on my behalf for supportive housing.   

	Agency
	Initial

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


I understand that I may withdraw this consent at any time prior to the release of information.  This consent, if not withdrawn, will expire on _____________  or twelve (12) months from the date below.  A photocopy of this application and release may be used to substitute as the original.

Applicant Name: _________________________________________________________

Applicant Signature: _____________________________________   Date: ___________

Witness Name: ___________________________________________________________

Witness Signature: ______________________________________   Date: ___________

