Bethsaida Community, Inc

Katie Blair House ~ Application


[image: image2.wmf][image: image3.wmf]                        Katie Blair House 

                     APPLICATION

If you need help filling out this application, please call (860) 886-5982

Si Usted necesita la ayuda para completar este aplicacion, por favor llame (860) 886-7511 x 201
Eligibility and Program Requirements

The main goals of Bethsaida’s housing and support service programs are to:  help participants obtain & remain in permanent housing, help participants increase skills/income, and help participants achieve greater self-determination that will lead to a better quality of life.

We believe employment and/or volunteering and maintenance of sobriety from drugs/alcohol are key elements to any participant’s ability to ultimately live independently.

To be eligible:  

A woman (18 years old or more) needs to provide proof that she is homeless.  Documentation needed to support proof of homelessness can be found on page 10 of this application.  If an applicant has struggled with drug or alcohol addiction, she must have clean time of one month.  The Katie Blair House program cannot accept applicants with charges of child molestation or assault. 

Program requirements:  

Ability to find/retain employment and/or volunteer work (if unable to work, proof from a physician needs to be provided & the resident will be expected to volunteer).  Once a resident has an income, she is required to pay rent and program fees on a timely basis.  A resident must be able to maintain sobriety from drugs/alcohol and able to proactively work on personal goals for permanent housing, self determination, and greater skills and income.   

Checklist for Supporting Documents

These records need to be submitted with your application

· Documentation proving the applicant is homeless (please refer to page 10 “Homeless Verification Requirements” in this application)

· If the applicant has a disability – provide proof of disability (please refer to page 11 “Disability Verification Form” in this application)

· A copy of the applicant’s drivers’ license or state I.D.

· A copy of the applicant’s social security card

· If the applicant will be bringing a vehicle to Bethsaida, proof of insurance, registration, and a valid driver’s license must be provided.

Call the Admission Director with any questions

All completed forms need to be returned to:

Bethsaida Community, Inc.

PO Box 913  Norwich, CT 06360  Or faxed to 860-237-4129

Katie Blair House

APPLICATION

*Applicant’s First Name:  



  Middle Initial:

  *Last Name:  




*Gender:  


*Date of Birth:  



   *Social Security #:  




Phone number where you can be reached:  



   Email address:  




*US Citizen?   FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO
       *If not a citizen, are you a permanent resident?   FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO

*If you are being referred by an agency, what is the name of the agency?






 
Who is the contact person?












What is his/her phone number?












*HOMELESS SITUATION:  (please check one):  

 FORMCHECKBOX 
 Currently homeless
 FORMCHECKBOX 
 Losing housing now    FORMCHECKBOX 
 Unstable housing/at risk of losing housing  FORMCHECKBOX 
 Don’t know  FORMCHECKBOX 
  Refused
The following questions are strictly used for federal reporting.  Your answers are OPTIONAL and will not affect your eligibility for housing.  
*VETERAN & MILITARY STATUS:
(Please check one response)  

I am a veteran
 FORMCHECKBOX 

I am currently listed in the military  FORMCHECKBOX 


I am NOT a veteran or in the military   FORMCHECKBOX 

*ETHNICITY & RACE


(Please check one response)
Hispanic or Latino?   FORMCHECKBOX 


NOT Hispanic or Latino   FORMCHECKBOX 

*RACE
Please check ONE of the following:  


 FORMCHECKBOX 
  American Indian or Alaskan Native 





 FORMCHECKBOX 
  Native Hawaiian or other Pacific Islander








 FORMCHECKBOX 
  Asian 




  


 FORMCHECKBOX 
  Black or African American



 FORMCHECKBOX 
  Other 






      


 FORMCHECKBOX 
  Other Multi-Racial  



 FORMCHECKBOX 
  White






Do you understand, speak, read or write in any language other than English?   Please list languages: 

Understand:  


   Speak:


    Read: 


   Write:
 


The following questions NEED TO BE ANSWERED and documentation needs to be 

provided to determine your eligibility for housing.

CURRENT LIVING & FINANCIAL SITUATION  

*Chronically Homeless  (Any yes answer is considered chronically homeless)

Have you been homeless for a year?  



YES   FORMCHECKBOX 


NO   FORMCHECKBOX 



Have you been homeless 4 times in the past 3 years?  

YES   FORMCHECKBOX 


NO   FORMCHECKBOX 



*Where are you currently living?   Address:  



     City:  


  State:  

*Where do you consider your home town (city of origin)?    City:  



State:  



*Reasons for homelessness (check the primary & secondary reason for being homeless.  Place a “P” next to the primary)

 FORMCHECKBOX 
  Criminal activity


 FORMCHECKBOX 
  Loss of job



 FORMCHECKBOX 
  No affordable housing

 FORMCHECKBOX 
  Divorced/separated


 FORMCHECKBOX 
  Loss of public assistance

 FORMCHECKBOX 
  Physical illness

 FORMCHECKBOX 
  Domestic violence 


 FORMCHECKBOX 
  Loss of transportation

 FORMCHECKBOX 
  Release from institution

 FORMCHECKBOX 
  Expenses exceed income

 FORMCHECKBOX 
  Medical condition


 FORMCHECKBOX 
  Substance abuse

 FORMCHECKBOX 
  Family abuse


 FORMCHECKBOX 
  Mental health


 FORMCHECKBOX 
  Substandard housing

 FORMCHECKBOX 
  Health/safety


 FORMCHECKBOX 
  Mental illness


 FORMCHECKBOX 
  Underemployment/low income

 FORMCHECKBOX 
  Lack of income


 FORMCHECKBOX 
  Mortgage foreclosure

 FORMCHECKBOX 
  Unemployment

 FORMCHECKBOX 
  Loss of child care


 FORMCHECKBOX 
  New to area



 FORMCHECKBOX 
  Utility shutoff

*For the past week, where have you slept?  Please choose ONE answer below:  

 FORMCHECKBOX 
  Don’t know
(applicant does not know)


 FORMCHECKBOX 
  Psychiatric hospital or other psychiatric facility
 FORMCHECKBOX 
  Emergency shelter (including hotel/motel) paid for w/ voucher
 FORMCHECKBOX 
  Refused (applicant refuses to answer)
 FORMCHECKBOX 
  Foster care home or foster care group home


 FORMCHECKBOX 
  Renting with no housing subsidy
 FORMCHECKBOX 
  Hospital






 FORMCHECKBOX 
  Renting with other (non VASH) housing subsidy
 FORMCHECKBOX 
  Hotel or motel paid for without emergency shelter $

 FORMCHECKBOX 
  Renting with VASH housing subsidy
 FORMCHECKBOX 
  Jail, prison, or juvenile detention facility


 FORMCHECKBOX 
  Safe haven
 FORMCHECKBOX 
  Other






 FORMCHECKBOX 
  Staying or living in a family members room/apartment
 FORMCHECKBOX 
  Owned by client, no housing subsidy



 FORMCHECKBOX 
  Staying or living in a friend’s room/apartment
 FORMCHECKBOX 
  Owned by client with housing subsidy


 FORMCHECKBOX 
  Subsidized housing
 FORMCHECKBOX 
  Permanent housing for formerly homeless persons

 FORMCHECKBOX 
  Substance abuse treatment facility / other detox center

 FORMCHECKBOX 
  Place not meant for habitation



 FORMCHECKBOX 
  Transitional housing for homeless persons  
*How long have you been in your current living situation?  (Please check one)


 FORMCHECKBOX 
  1 week or less




 FORMCHECKBOX 
  More than 3 months, but less than 1 year

 FORMCHECKBOX 
  More than 1 week, but less than 1 month

 FORMCHECKBOX 
  1 year or longer

 FORMCHECKBOX 
  1 to 3 months





*Zip code or city & state of last permanent address:  







Are you homeless now?





YES   FORMCHECKBOX 


NO   FORMCHECKBOX 




(Proof of homelessness needs to be documented – see page 10)  
If not homeless now, will you be homeless in 1 week?

YES   FORMCHECKBOX 


NO   FORMCHECKBOX 

(Proof of homelessness needs to be documented – see page 10)  

Why do you want to come to KBH?












INCOME

*Please list all sources of income received in the past month and list the amount per month:

 FORMCHECKBOX 
  A veteran’s disability payment

$

 FORMCHECKBOX 
  Private disability insurance


$

 FORMCHECKBOX 
  Alimony




$

 FORMCHECKBOX 
  Railroad retirement



$

 FORMCHECKBOX 
  Alimony or other spousal support

$

 FORMCHECKBOX 
  Rental income



$

 FORMCHECKBOX 
  Annuities




$

 FORMCHECKBOX 
  Retirement disability



$

 FORMCHECKBOX 
  Child support



$

 FORMCHECKBOX 
  Retirement income from Social Security
$

 FORMCHECKBOX 
  Contributions from other people
 
$

 FORMCHECKBOX 
  SAGA




$

 FORMCHECKBOX 
  Dividends (investments)


$

 FORMCHECKBOX 
  Self employment wages


$

 FORMCHECKBOX 
  Earned/Employed income


$

 FORMCHECKBOX 
  SSDI




$

 FORMCHECKBOX 
  General assistance



$

 FORMCHECKBOX 
  SSI





$

 FORMCHECKBOX 
  Interest (Bank)



$

 FORMCHECKBOX 
  State disability



$

 FORMCHECKBOX 
  No financial resources


$

 FORMCHECKBOX 
  TANF




$

 FORMCHECKBOX 
  Other




$

 FORMCHECKBOX 
  Unemployment insurance/compensation
$

 FORMCHECKBOX 
  Pension from a former job


$

 FORMCHECKBOX 
  Veteran’s pension



$

 







 FORMCHECKBOX 
  Worker’s compensation


$

*Please list all non-cash benefits received in the past month and list the amount per month:

 FORMCHECKBOX 
  Food stamps



$

 FORMCHECKBOX 
  TANF Child Care Services


$

 FORMCHECKBOX 
  Medicaid




$

 FORMCHECKBOX 
  TANF Transportation Services

$


 FORMCHECKBOX 
  Medicare




$

 FORMCHECKBOX 
  Other TANF Funded Services

$

 FORMCHECKBOX 
  SCHIP




$

 FORMCHECKBOX 
  Section 8, public housing or rental assistance$

 FORMCHECKBOX 
  Special Supp Nutrition WIC


$

 FORMCHECKBOX 
  Other source



$

 FORMCHECKBOX 
  Veterans Admin Medical Services
 
$

EXPLAIN






*Are you currently working part-time? YES  FORMCHECKBOX 
  NO FORMCHECKBOX 
     If yes, how many hours did you work last week? 


If yes, name of employer, city and state      









  

*Are you currently working full-time?  YES  FORMCHECKBOX 
  NO FORMCHECKBOX 
      If yes, how many hours did you work last week? 


If yes, name of employer, city and state      









  

For your last 2 jobs, please list:

Name of the employer





Dates of employment






Name of the employer





Dates of employment






*EDUCATION   
Highest level of education achieved (please check one)

 FORMCHECKBOX 
  No schooling completed
 FORMCHECKBOX 
  10th grade


 FORMCHECKBOX 
  Post-secondary school
 FORMCHECKBOX 
  Bachelors
 FORMCHECKBOX 
  Nursery school to 4th grade
 FORMCHECKBOX 
  11th grade


 FORMCHECKBOX 
  Some technical school
 FORMCHECKBOX 
  Masters

 FORMCHECKBOX 
  5th grade or 6th grade
 FORMCHECKBOX 
  12th grade, no diploma
 FORMCHECKBOX 
  Tech school certificate
 FORMCHECKBOX 
  Doctorate
 FORMCHECKBOX 
  7th grade or 8th grade
 FORMCHECKBOX 
  High school diploma

 FORMCHECKBOX 
  Some college

 FORMCHECKBOX 
  Other graduate/
 FORMCHECKBOX 
  9th grade


 FORMCHECKBOX 
  GED


 FORMCHECKBOX 
  Associates


      professional degree


*Are you presently attending school?



 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 NO 
Start/end dates



*Are you currently in school or working on any degree?
 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 NO
Start/end dates




*Have you received any vocational training?


 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 NO
Start/end dates



MEDICAL/MENTAL HEALTH
*Do you have a disability or a disabling condition of long duration?(check ONE (For documenting please see page 11)



  FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 I don’t know   
 FORMCHECKBOX 
 I don’t want to answer



*SPECIAL NEEDS/DISABILITY  (Please check all that apply & if you are receiving services or treatment for the need)


 FORMCHECKBOX 
  Alcohol abuse   
services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

 FORMCHECKBOX 
  Mental Illness

services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
 FORMCHECKBOX 
  Developmental  
services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

 FORMCHECKBOX 
  Other  

services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO


 FORMCHECKBOX 
  Drug abuse
  
services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

 FORMCHECKBOX 
  Physical  

services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

 FORMCHECKBOX 
  Hearing Impaired
services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 
 FORMCHECKBOX 
 Physical/Medical   
services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

 FORMCHECKBOX 
  HIV/AIDS  

services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

 FORMCHECKBOX 
Both alcohol/drug abuse  services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
 FORMCHECKBOX 
  Vision Impaired
services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 Chronic health condition services/treatment   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
*Do you have any medical conditions that limits your ability to work?  
YES   FORMCHECKBOX 

NO   FORMCHECKBOX 
  

If yes, please explain:  













(proof of limitation needs to be documented by a licensed physician)
*Do you have a mental health diagnosis?



YES   FORMCHECKBOX 
  
NO   FORMCHECKBOX 
  

If yes, what is your diagnosis?
     












*Have you ever had any suicide attempts?  
YES   FORMCHECKBOX 
  
NO   FORMCHECKBOX 
  
*If yes, how many?



Are you on medications for this diagnosis?  



YES   FORMCHECKBOX 

NO   FORMCHECKBOX 
  

Please list prescribed medications (for mental health diagnosis) and amounts:

Medication:       





Dosage:       



Medication:       





Dosage:       




Medication:       





Dosage:       



Medication:       





Dosage:       



Means of meeting medical expenses:  (Check all that apply)

 FORMCHECKBOX 
  SAGA

 FORMCHECKBOX 
  Husky insurance

 FORMCHECKBOX 
  Title XIX

 FORMCHECKBOX 
  Other Insurance    Please list name








When was your last physical exam?











If you currently have a primary care physician (a doctor) please list name, address and phone #:

Do you take any medications for a physical condition?  If yes, please list medication and amount prescribed
Medication:       





Dosage:       



Medication:       





Dosage:       




Medication:       





Dosage:       



Medication:       





Dosage:       



*Do you have an eating disorder?

 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO

If yes, please explain:













*Compared to other people your age, how is your health?  (Check ONE)

 FORMCHECKBOX 
  Excellent

 FORMCHECKBOX 
  Very good

 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
  Fair

 FORMCHECKBOX 
 Poor

 FORMCHECKBOX 
  I don’t know

*Are you pregnant?
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO

If yes, when is your due date?






SUBSTANCE ABUSE HISTORY

Have you been treated for alcohol or drug addiction?  YES   FORMCHECKBOX 

   NO   FORMCHECKBOX 
  
(If yes, where?)  

Name of treatment facility, city and state




Dates you were treated:  



Name of treatment facility, city and state




Dates you were treated:  



Name of treatment facility, city and state




Dates you were treated:  



If you have used any of the following in the past, please check the substance(s) & list the date of last use:

 FORMCHECKBOX 
  Alcohol
Date of last use:  


     FORMCHECKBOX 
  Cocaine

Date of last use:  



 FORMCHECKBOX 
  Crack
Date of last use:  


    
  Hallucinogens
Date of last use:  



 FORMCHECKBOX 
  Inhalants
Date of last use:  


     FORMCHECKBOX 
  Prescription Drug
Date of last use:  



 FORMCHECKBOX 
  Opiates
Date of last use:  


     FORMCHECKBOX 
  Sedatives

Date of last use:  



 FORMCHECKBOX 
  Other
Date of last use:  


     FORMCHECKBOX 
  Over counter
Date of last use:  



What is your drug of choice?  






Age of first use:  



If you currently see a substance abuse counselor, please list name, address and phone #:

RELATIONSHIPS & CHILDREN  (These questions are optional)
*What is your marital status? (please check ONE)
 FORMCHECKBOX 
 Married
 FORMCHECKBOX 
 Single
 FORMCHECKBOX 
 Divorced
 FORMCHECKBOX 
 Separated

*Are you currently involved in an intimate relationship?      
 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 NO
*Sexual orientation (this question is optional)













CHILDREN

Do you have any children?  

YES   FORMCHECKBOX 

 NO   FORMCHECKBOX 
 
*If yes, how many children?



If yes, what are their ages?  












If any children are minors, in whose care are they currently?  







GENERAL HISTORY 

*As a child, was your family ever homeless?



YES   FORMCHECKBOX 
  
NO   FORMCHECKBOX 
  

If during your childhood you experienced numerous situations of homelessness, how much time in total would you estimate that you/your family were homeless?




  Days


  Weeks


  Months


  Years

As a child, was your family structure consistent?  


YES   FORMCHECKBOX 
  
NO   FORMCHECKBOX 
  

(as an example – for 15 years lived with same family members)  

Were you “bounced around” from house to house?  


YES   FORMCHECKBOX 
  
NO   FORMCHECKBOX 
  

*Were you in institutional care before the age of 18?  


YES   FORMCHECKBOX 
  
NO   FORMCHECKBOX 
  

After age 18, at what age did homelessness begin for you?  








HISTORY OF ABUSE

*Are you a past or present domestic violence survivor?
          YES   FORMCHECKBOX 
  
NO   FORMCHECKBOX 
 
   I don’t want to answer   FORMCHECKBOX 
          

*If yes, how long ago did the last domestic violence experience occur?  (Check ONE)


 FORMCHECKBOX 
  Within the past 3 months
 FORMCHECKBOX 
  More than 1 year ago

 FORMCHECKBOX 
  3 to 6 months ago

 FORMCHECKBOX 
  I don’t remember

 FORMCHECKBOX 
  6 to 12 months ago

 FORMCHECKBOX 
  I don’t want to say
Most women who come to Bethsaida have experienced some form of abuse. 
(Please check ALL that apply in your life experience)

*Have you suffered from neglect:      

As a CHILD    YES   FORMCHECKBOX 
  
NO   FORMCHECKBOX 
         As an ADULT      YES   FORMCHECKBOX 
      NO   FORMCHECKBOX 
  

*Have you suffered from physical abuse:      
As a CHILD    YES   FORMCHECKBOX 
  
NO   FORMCHECKBOX 
         As an ADULT      YES   FORMCHECKBOX 
      NO   FORMCHECKBOX 
  

*Have you suffered from verbal abuse:      
As a CHILD    YES   FORMCHECKBOX 
  
NO   FORMCHECKBOX 
         As an ADULT      YES   FORMCHECKBOX 
      NO   FORMCHECKBOX 
  

*Have you suffered from sexual abuse/rape:  
As a CHILD    YES   FORMCHECKBOX 
  
NO   FORMCHECKBOX 
         As an ADULT      YES   FORMCHECKBOX 
      NO   FORMCHECKBOX 
  

LEGAL ISSUES

*Have you been arrested or convicted of a felony?
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
 NO

If yes, when?





For what?








Are you currently on probation for a felony?

 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
 NO

Do you have any past criminal history?

 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
 NO

If yes, please explain:














Do you have any pending legal issues?

 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
 NO

If yes, please explain:














*Have you ever been in jail?



 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
 NO

My signature here authorizes Bethsaida to conduct a background criminal history
ASSISTANCE

Check any of the following with which you believe you may need assistance:

 FORMCHECKBOX 
  Social skills

 FORMCHECKBOX 
  Goal development/implementation
 FORMCHECKBOX 
  Parenting

 FORMCHECKBOX 
 Support Groups
 FORMCHECKBOX 
  Job training

 FORMCHECKBOX 
  Further education


 FORMCHECKBOX 
  Motivation

 FORMCHECKBOX 
 Other
 FORMCHECKBOX 
  Case management
 FORMCHECKBOX 
  Daily living skills


 FORMCHECKBOX 
  Mental health 





My signature below indicates that I have answered the questions to the best of my abilities and understand that any falsification of information will deem my application ineligible.  



Signature of Applicant





Date

Thank you for filling out this application.  We appreciate your interest in Bethsaida.
RELEASE OF INFORMATION
I, ______________________________________D.O.B________________SS#________________,

     (Applicant name)

For the purpose of: __________________________________________________________________________________

Hereby authorize:

(Name and address of agency or individual making disclosure)

To disclose to: Bethsaida Community, Inc., the following:

Please INITIAL the appropriate items:  Verbal release _______ Written Release ________ Electronic Release _______
_____
Medical Records: information related to physical or mental ability to work or participate in job training and a report of any contagious disease or illness.

_____
Psychiatric records: A Discharge Summary which will include: a diagnosis, medication, prognosis, and recommendations.

_____

Substance abuse records: Discharge summary

_____

Other (please specify)
_______________________________________________________________________________
This information is to be used specifically for the purpose of determining my eligibility for participation in either the Katie Blair House Program or the Flora O’Neil Apartments Program.  Any other use is prohibited.

"The confidentiality of this record is required under chapter 899 of the Connecticut general statutes.  This material shall not be transmitted to anyone without written consent or other authorization as provided in the aforementioned statutes."

I understand that the records to be released may contain information pertaining to psychiatric, drug and/or alcohol abuse treatment, and may also contain confidential HIV (AIDS) related information.

This consent is subject to revocation at any time except to the extent that the program, which is to make the disclosure, has already taken action in reliance on it.  If not previously revoked, this consent will expire 90 days after it is signed.

______________________________

________________________________

Witness Signature



Applicant’s Signature
______________________________ 

________________________________

Title





Date Signed

______________________________

Date signed by witness

STATEMENT REGARDING CONFIDENTIAL INFORMATION

DRUG AND ALCOHOL ABUSE RECORDS:

In the event that the information released is protected by the HHS Confidentiality of Alcohol and Drug Abuse patient records regulation:

This information has been disclosed to you from records protected by Federal Confidentiality Rules (42 CFR part 2).  The Federal Rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse client.

HIV RELATED INFORMATION:

In the event that the information released constitutes confidential HIV related information protected under state law:

This information has been disclosed to you from records whose confidentiality is protected by state law.  State law prohibits you from making any disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by said law.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.

CONNECTICUT STATUTE CHAPTER 899 PROTECTS ALL RECORDS FOR CONFIDENTIALITY, P.L. 93-579.
HOMELESS VERIFICATION REQUIREMENTS

If an applicant is……

Living on the street; living somewhere not considered human habitation

· Signed and dated statements validating situation on letterhead from outreach workers and organizations that assisted the person in the recent past OR
· Applicant should prepare a written narrative of the situation of how they came to be and are residing on the street OR
· Written verification signed and dated on letterhead from referring social service organization or outreach worker providing information regarding where the person has been residing.

· In an emergency shelter
Verification signed and dated on the emergency shelter letterhead documenting where the person has been residing.

Persons coming from transitional housing for homeless persons
· Written signed and dated verification on letterhead from transitional housing facility that the participant has been residing in transitional housing AND
· Also must have written documentation of living on the streets prior to transitional housing or was discharged from an institution or evicted or would have been homeless if not for the transitional housing from shelter/caseworkers.

Persons from a short term stay (up to 30 consecutive days) in an institution

· Written signed and dated verification on letterhead from the institution staff that the participant has been residing in the institution for 30 consecutive days or less AND
· Written verification on letterhead from shelter or agency that the participant was residing on the street or in an emergency shelter prior to the short term stay in the institution.

Persons being evicted from a private dwelling
· Evidence of formal eviction proceedings indicating that the participant was being evicted within the week before receiving the SHP assistance.

· If being evicted by a family member-the family member must provide a signed and dated narrative (which states the reason for the eviction) with family contact phone number.
· If there is no formal eviction and the person is forced out of the housing by circumstances beyond the applicant’s control, the applicant must provide a signed and dated narrative explaining the situation AND
· Independent verification by the Property Manager or Property Staff signed and dated confirming validation of the above circumstances attesting to their validity.

· Information on the income of the participant and the narrative of the efforts that were made to obtain housing and why, without SHP, the applicant would be in a shelter or living on the street.

Persons being discharged from an institution

· Written, signed and dated verification on letterhead from the institution’s staff that the participant was being discharged within the week before receiving SHP assistance AND
· Income information on the participant and what efforts were made to obtain housing and why, without SHP assistance, the participant would be living on the streets or in an emergency shelter.

Fleeing domestic violence

· Written, signed and dated verification from the participant that he/she is fleeing a domestic violence situation OR
· If the participant is unable to do so, a written narrative prepared on behalf of the participant regarding the previous living situation. Participant should sign and date the statement attesting validity.

DISABILITY VERIFICATION FORM
(This form is mandatory for the Flora O’Neil Apartment program, but not necessary for the Katie Blair House program) 

According to the McKinney-Vento Act (Section 11382), the term “disability” means: 
A. A disability as defined in Section 223 of the Social Security Act (42 U.S.C. 423); 
B. To be determined to have, pursuant to regulations issued by the Secretary, a physical, mental, or emotional impairment which: 

     1.  is expected to be of long-continued and indefinite duration, 
     2.  substantially impedes an individual’s ability to live independently, and 

     3.  of a nature that could be improved by more suitable housing conditions 
(e.g., a substance abuse disorder if the person’s impairment could be improved by more suitable housing conditions); 
C. A developmental disability as defined in Section 102 of the Developmental Disabilities Assistance and Bill of Rights Act of 2000; or 
D. The disease of acquired immunodeficiency syndrome (AIDS) or conditions arising from the etiologic agency for acquired immunodeficiency syndrome. 

Qualified licensed sources include medical services providers, certified substance abuse counselors, physicians or treating health care provider as stated in the Social Security Act (42 U.S.C. Section 423). 

To verify disability under Section 223 of the Social Security Act, program staff can ask clients to sign a release form so that staff can request a verification of benefits from the Social Security Administration (SSA). Program staff can do this by mail or by calling the SSA information line at 1-800-772-1213 to verify the information verbally. A claim number should be included on all correspondence from SSA (award letters, benefit statements, or verification letters). Claim numbers with the suffix DI show that the individual met the definition of disabled at Section 223 of the Social Security Act. Documenting disability when clients do not receive Supplemental Security Income (SSI) involves getting a written statement from a qualified source that: (1) identifies the physical, mental or emotional impairment, why it is expected to be of long-continued or indefinite duration, how it impedes the individual’s ability to live independently, and how the individual’s ability to live independently could be improved by more suitable housing conditions; (2) identifies a developmental disability; or (3) identifies AIDS or related conditions. 

Applicant’s Name (first and last name):  











Name of referring agency:













Referring contact person’s name:












Contact’s phone #:





Fax #:







Email:
















Please check off all types of disability for applicant:

	 
	Disability Type
	Long-term or short-term disability?
	Notes about disability

	  FORMCHECKBOX 

	Alcohol Abuse
	 
	

	  FORMCHECKBOX 

	Developmental
	 
	

	  FORMCHECKBOX 

	Drug Abuse
	 
	

	  FORMCHECKBOX 

	Hearing Impaired
	 
	

	  FORMCHECKBOX 

	HIV/AIDS
	 
	

	  FORMCHECKBOX 

	Mental Illness
	 
	

	  FORMCHECKBOX 

	Other
	 
	

	  FORMCHECKBOX 

	Physical/Medical
	 
	

	  FORMCHECKBOX 

	Physical/Mobility Limits
	 
	

	  FORMCHECKBOX 

	Vision Impaired
	 
	


Is the applicant able to live independently with support? (please check one answer)
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO

Printed Name




Signature & License #
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