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Supportive Housing Programs
Referral/Application Packet

Return to:
Housing Specialist

501 Willard St

Durham, NC 27701

Fax: 328-6008
Phone: 919-560-7144

Applicant’s Name: __     ______________________________________________________

Date: ____     /     /     ____________________________________________________

Referral Source: ___     _______________________________________________________

Received Date (TDC office use only): _______     _________________________________

Staff (TDC office use only):_____     ____________________________________________
Supportive Housing Program
Application Checklist

[image: image2.wmf]Applicant’s Name:_____     ________________________________________________________
*** Applications will not be processed until all items listed below are received***
 FORMCHECKBOX 

Clean Time (30 days required)


 FORMCHECKBOX 

SHP Application (signed by client and service provider)
 FORMCHECKBOX 

SHP Program Requirements (signed by client and service provider)
 FORMCHECKBOX 

Disability verification form (signed by client and licensed professional)  

 FORMCHECKBOX 

Verification of Homelessness Form 

 FORMCHECKBOX 

Homeless letter of verification (needs to be dated seven days within the interview)
 FORMCHECKBOX 

Verification of Disability

 FORMCHECKBOX 

Asset Verification

 FORMCHECKBOX 

Verification of Employment Income

 FORMCHECKBOX 

Verification of Unemployment Benefit Income

 FORMCHECKBOX 

Verification of Social Security Income (awards letter dated within 120 days of application date)

 FORMCHECKBOX 

Verification of Guardianship
 FORMCHECKBOX 

Authorization for Release of Information (Applicants on Probation should also complete a consent form to include the following: The Durham Center, Service Provider,  Probation Officer)

 FORMCHECKBOX 

Copy of Identification for Documents (Birth Certificate, Social Security Card, etc)
 FORMCHECKBOX 

If referral is for an adult with children and one or more of the children are receiving mental health services, please ensure that this is a joint referral, submitted by the child’s therapist/case manger and the adult’s therapist/case manager.  Please include a treatment plan for the child, showing the services that the child will receive while he/she is living in housing managed by The Durham Center.

 FORMCHECKBOX 

Has applicant applied for a Section 8 Voucher with Durham Housing Authority?
 FORMCHECKBOX 

Copy of Treatment Plan to include goal that addresses housing and/or independent living
 FORMCHECKBOX 

Criminal Background Check (obtained from the Durham County Clerk of Court)

 FORMCHECKBOX 

Termination Policy (signed by client)
The Durham Center Supportive Housing Program Requirements
Thank you for your interest in The Durham Center Supportive Housing Programs (Project DASH and Embrace Durham).  The Supportive Housing Program (SHP) is a HUD grant program, funded through the Durham County Continuum of Care, which provides permanent housing assistance, in connection with supportive services, to homeless people with disabilities and their families. The overall goal is to improve/stabilize a consumer’s housing situation by providing rental assistance for a period of time and helping the consumer secure long-term rental assistance (i.e. Section 8) or secure a subsidized unit (i.e. public housing or other subsidized units where rent is based on household income).
SHP is tenant-based rental assistance within Durham County which permits participants to choose housing of a size based on household composition.  SHP will pay a housing subsidy based on a participant’s income and the rental amount (SHP will approve subsidies for units that rent at or near “fair market rent” as determined by HUD guidelines).  Utilities will be included in your rental payment. Participants retain the rental assistance if they move and continue to meet the program requirements.  

Eligibility Criteria
(1) HOMELESSNESS
For purposes of this program, a person or family is considered homeless only when s/he resides in one of the places described below:

· In places not meant for human habitation, such as cars, parks, sidewalks or abandoned buildings (“on the street”);

· In an emergency shelter;



· In transitional or supportive housing for homeless persons who originally came from the street or emergency shelters (evidence is required that the person came from the streets or emergency shelter situation);

· In any of the above places but is spending a short time (up to 30 consecutive days) in a hospital or other institution;

· Is living in substandard housing that has been condemned.

CHRONICALLY HOMELESS:  An unaccompanied homeless individual with a disabling condition who has been continuously homeless for a year or more OR has had at least four episodes of homelessness in the past three years.  To be considered chronically homeless, a person must have been on the streets or in emergency shelter (i.e. not in transitional housing) during these stays.

(2)  DISABILITY
Applicants must have a primary diagnosis of one or more of the following:

· Serious Mental Illness 

· Chronic Substance Abuse 

· Developmental Disabilities

· AIDS

A person shall be considered disabled by this diagnosis if the impairment is expected to be of indefinite duration and is of such a nature that such ability could be improved by more suitable housing conditions. The Verification of Disability form must be signed by a licensed clinical social worker, psychiatrist, psychologist, or MD qualified to determine whether an individual is disabled. 

(3)  INCOME
This program does not require a source of income at the time of application.  If an applicant has income, the applicant must have a household income at or below the level of very low income for Durham County, as determined by HUD. 

(4)  CRIMINAL BACKGROUND

The following is a list of charges that will result in an automatic denial:

· Sexual Offenders

· Sexual Assaults

· Murder

· Arson

· Criminal activity within the past 12 months (misdemeanors  may be an exception)

 An applicant will be denied participation if s/he is incarcerated or if there is an outstanding warrant for her/his arrest. 
Participation in the program will be terminated if the participant or a member of her/his household engages in illegal activity including domestic violence, illegal drug use, or other failure to abide by federal, state or local law.

(5)  SUBSTANCE USE

Applicants with substance abuse history must substantiate a demonstrated period of sobriety (approximately 30 days).

Referral Process
All applications must be signed by a professional service provider, who is willing to fulfill the professional service provider requirements of the program (please refer to the section below for a comprehensive outline of requirements).  To make a referral for SHP, you may contact the Durham Center Housing Specialist at (919) 560-7144 to request an application.  Applications are accepted on a first come, first serve basis.  When a participant is at the top of the waiting list, they will be interviewed by the Care Review Team and/or Housing Selection Committee. 

Requirements of Professional Service Providers and Participants

Before submitting an application,  the referring professional service provider should verify that the applicant meets the SHP eligibility criteria and is appropriate for and capable of independent living. Service providers must develop or modify the treatment and/or person centered plan to identify any potential barriers to success in independent living.  Once an applicant has been approved for the housing program, it will be the responsibility of the program participant, with assistance from her/his service provider to locate rental housing, provide a security deposit and arrange for utilities.

We have an obligation to meet specific grant requirements of each housing program.  We also have an obligation to program participants, landlords and property managers to make every effort to assure successful residential placement.  Consequently, professional service providers must adhere to the following requirements:

· Update the treatment/person centered plan to reflect housing goals;
· Assist the participant in filling out all required paperwork and acquiring supplemental verification to ensure eligibility for the program (i.e. pay stubs, bank statements)
· Work with the participant to locate rental housing, meet with the landlord as necessary and act as a point of contact for the landlord;
· Meet with participants regularly as necessary (it is recommended that all participants be seen at least weekly during their first year of tenancy for a successful transition onto the SHP program,  and a minimum of one in home visit per month while participant remains in program, and more frequently if necessary;
· To report potential issues/problems to the housing specialist;
· To act as a liaison between housing specialist, the participant, and landlord, and to negotiate with the landlord as necessary;
· To provide a brief summary to The Durham Center regarding the participant’s status, at least monthly for as long as participant continues to receive services;
· To complete all billing/reporting of services for /SHP participants in a timely manner and provide billing records to The Durham Center when requested.
If you are unable to fulfill these requirements, you must actively work with the participant to engage another professional treatment provider who is able to meet all SHP Professional Service Provider Requirements.  The participant will not be accepted into the program until there is a Professional Service Provider in place that agrees to fulfill the program requirements.
SHP participants must adhere to the following requirements: 
· To engage in and comply with treatment and/or services;

· To engage in ongoing recovery from substance abuse;
· To agree to submit to periodic urine or breathalyzer testing, as deemed necessary by professional service provider, The Durham Center housing specialist, Housing Selection Committee;
· Refrain from illegal activity including domestic violence and illegal drug use;
· To permit professional service providers and The Durham Center housing specialist to make home visits as they deem necessary;

· To comply with the terms of the lease and occupancy agreement;

· To report any changes in income or family composition within 10 days;

· To allow professional service provider and The Durham Center housing specialist to speak with the landlord as needed (as specified in a signed consent to release information).

PLEASE NOTE:  

Professional service providers and applicants should retain a copy of the SHP Requirements for future reference. 

SHP Program Requirement Agreement

Participant Agreement

I certify that I have received and read the Housing Program Requirements and that if selected for the program, I agree to comply with and fulfill the Participant Requirements, set forth herein.

__________________________________________
                                                            ____________

Head of Household Signature







Date

Professional Service Provider Agreement

I certify that I have received and read the Housing Program Requirements and that if the participant is selected for the SHP Program, I will comply with the Professional Service Provider Requirements set forth herein. 

__________________________________________
                                                            ____________

Professional Service Provider Signature






Date

Please submit this page with the application for housing.
Application for Supportive Housing Programs
	Date of Application:      /     /     

	Applicant’s Name:
      
	DOB:
     /     /     
	SS#:
     -     -     

	Race/Ethnicity: (For HUD reporting purposes only)
 FORMCHECKBOX 
 Caucasian or White    FORMCHECKBOX 
 African-American or Black  FORMCHECKBOX 
 Asian/Pacific Islander 

 FORMCHECKBOX 
 Native American/Alaskan  FORMCHECKBOX 
 Hispanic   FORMCHECKBOX 
Non-Hispanic  FORMCHECKBOX 
 Other: __________________ 

	Gender:

 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	Marital Status:

 FORMCHECKBOX 
 Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 
Divorced   FORMCHECKBOX 
Widowed

	Current (physical) Address:     
Mailing Address Only?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No

	Home Phone: (     )     -     
	Work Phone: (     )     -     

	 Are you a Veteran?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Do you have a Legal Guardian?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If yes, list name of guardian:      

	Diagnosis (Please list diagnosis code and name)
Axis I:     
Axis II:     
Axis III:     
Axis IV:     
Axis V:     
Documented Clean Time:     

	REFERRING AGENCY INFORMATION

	Agency:     

	QP/Therapist Name: 
     
	Office Phone: 
(     )     -     
	Fax Number: 
(     )     -     

	Agency Address:     

	City:
     
	State:
     
	Zip Code:
     

	Email:
     

	CURRENT LIVING SITUATION

	1) Is applicant currently homeless?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
2) At application submission, consumer has been homeless:
 FORMCHECKBOX 
   Less than 1 month

 FORMCHECKBOX 
   At least 1 month but less than 6 months

 FORMCHECKBOX 
   At least 6 months but less than 1 year 

 FORMCHECKBOX 
   Chronically Homeless- continuously homeless for a year or more OR has had at least four episodes of homelessness in the past three years.  To be considered chronically homeless, a person must have been on the streets or in emergency shelter (i.e. not in transitional housing) during these stays.


	HOUSEHOLD COMPOSITION

	Name/Relationship
	DOB
	Gender
	Social Security#

	     /     
	     /     /     
	 FORMCHECKBOX 
M FORMCHECKBOX 
F
	     /     /     

	     /     
	     /     /     
	 FORMCHECKBOX 
M FORMCHECKBOX 
F
	     /     /     

	     /     
	     /     /     
	 FORMCHECKBOX 
M FORMCHECKBOX 
F
	     /     /     

	     /     
	     /     /     
	 FORMCHECKBOX 
M FORMCHECKBOX 
F
	     /     /     

	     /     
	     /     /     
	 FORMCHECKBOX 
M FORMCHECKBOX 
F
	     /     /     

	     /     
	     /     /     
	 FORMCHECKBOX 
M FORMCHECKBOX 
F
	     /     /     

	     /     
	     /     /     
	 FORMCHECKBOX 
M FORMCHECKBOX 
F
	     /     /     

	SOCIAL HISTORY

	Give brief social history:
     


	SUPPORT SERVICES

	Name of Provider
	Services Received
	Average Frequency of Contact
	Service Start Date

	     
	     
	     
	     /     /     

	     
	     
	     
	     /     /     

	     
	     
	     
	     /     /     

	     
	     
	     
	     /     /     

	     
	     
	     
	     /     /     

	FACILITY EXPERIENCE
List dates of stays and locations of facilities

	Psychiatric Hospital

1)     
2)     
3)     
	Dates of Stay

1)     
2)     
3)     

	Prison or Jail

1)     
2)     
3)     
	1)     
2)     
3)     

	Substance Abuse Facility

1)     
2)     
3)     
	1)     
2)     
3)     

	Other Facility

1)     
2)     
3)     
	1)     
2)     
3)     


	INCOME INFORMATION
List all sources of income, the amount of monthly income of household members listed above and attach verification forms for all income listed such as Employment, Unemployment, SSI, SSDI, TANF, Veterans Benefits, Other (please specify). Also include other sources of assistance such as Child Support, Alimony, Food Stamps, etc.

	Name
	Source/Type of Income
	Monthly Amount

	     
	     
	 $     

	     
	     
	 $     

	     
	     
	 $     

	     
	     
	 $     

	     
	     
	 $     

	 ASSETS INFORMATION

List all sources of assets  of household members listed above and attach verification forms for all assets listed such as checking or savings accounts, certificates of deposit, stocks, bonds, real estate, IRAs, etc.

	Name
	Bank Name
	Type of Account
	Account Number
	Balance

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      

	     
	     
	     
	     
	$      


NO INCOME STATEMENT
If the Applicant has income, please check the box to the right. 
 FORMCHECKBOX 
N/A (does not apply) 

APPLICANT:  If you have no income, please read the statement below, then print your name, sign your name, and fill in the date.  Please be aware that falsification of this statement is grounds for denial or termination of housing assistance.

To the best of my knowledge and belief, I have no income at the time of making this application.

_______________________________   

______
_________________________

______

(Print Applicant Name)


                 (Applicant Signature)

        

 (Date)

Service Provider:  If the Applicant has no income, please read the statement below, then print your name, sign your name, and fill in the date.

To the best of my knowledge and belief, __________________________ (print applicant name) has no income at the time of making this application.

_____________________​_________    _______________________________
___
___________

(Print Service Provider Name)                 (Service Provider Signature)
                        (Date)

	EXPENSES

	Do you owe money on back rent?                 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No    If “Yes”, amount: $     


	Do you owe money on past utility bills?       FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No    If “Yes”, amount: $     


	Do you pay childcare, which enables you or another household member to work or go to school? 
  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If “Yes”, give name and address of the childcare provider, weekly cost and name of household member working /in school:  

Provider Name                      Name of Household Member                                Weekly Cost

 1)                                                                                                               $     
2)                                                                                                                $           

3)                                                                                                                $                     


	Do you pay for a care attendant or for any equipment for the disabled member(s) of the household necessary to permit that person or someone else in the household to work?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Provider/Equipment Agency                                             Cost
1)      /                                                            $     
2)      /                                                            $     
3)      /                                                           $     

	List household members who receive Medicaid and/or Medicare:  
1)     
2)     
3)     
4)     
5)     

	LONG TERM HOUSING

	Has the applicant submitted an application to the Durham Housing Authority?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No    If “Yes”, what type of housing was applied for, when was the application submitted and indicate what applicant’s number on the waiting list:
	TYPE:
     
     
     
	DATE:
     /     /     
     /     /     
     /     /     


Applicant Certification
As the applicant for Supportive Housing Program, I certify that all of the above information is true, and I authorize the undersigned program representative to verify all information in this application.  I understand that providing false information on this application may result in denial or termination of assistance.
___________________________________________________           _______________________ Signature of Person Completing Form (If not applicant)


Date

____________________________________________________
         _______________________ Relationship to Applicant





Date

____________________________________________________         ________________________ Signature of Applicant






Date

___________________________________________________           __________________________ Signature of Supportive Housing Program Representative

Date
ATTACHMENT A.  VERIFICATION OF HOMELESSNESS

	Applicant’s Name:
	     


This form should be used to describe the Applicant’s homelessness situation on the day that this application is signed by the Applicant.  If none of the choices below apply to the Applicant, then that person is probably not currently eligible for Embrace Durham Program.

Please be sure to attach the documentation described for each choice.  Failure to send the required documentation will significantly delay processing.
The Applicant is homeless as defined by HUD because he or she:

 FORMCHECKBOX 

1.  Lives in places not meant for human habitation, such as a cars, abandoned buildings, parks, sidewalks, etc. (“on the street”)

 FORMCHECKBOX 

Documentation attached:  letter from an outreach worker or other homeless services worker able to verify the applicant’s street homelessness.

 FORMCHECKBOX 

2.  Lives in an emergency shelter

 FORMCHECKBOX 

Documentation attached:  letter from the shelter

 FORMCHECKBOX 

3.  Lives in transitional or supportive housing for homeless persons whose prior housing was emergency shelters or places not meant for human habitation

 FORMCHECKBOX 

Documentation attached:  letter from the transitional housing facility verifying the applicant has been residing in the transitional housing; AND

 FORMCHECKBOX 

Documentation attached:  letter from the shelter(s) verifying the applicant resided at the shelter; OR

 FORMCHECKBOX 

Documentation attached:  letter from outreach worker or other homeless services worker able to verify the applicant’s street homelessness; or a signed dated letter from applicant’s case manager attesting to the client’s street homelessness.

Reasons 4-6 are INELIGIBLE FOR WAITING LIST, but eligible for immediate interview (within one week) if there are vacancies and the waiting list is exhausted (CALL BEFORE SUBMITTING AN APPLICATION):

 FORMCHECKBOX 

4.  Is currently spending thirty consecutive days or less in a hospital, in-patient treatment program, jail, or other institution but prior to the institution lived in an unsheltered setting or emergency shelter

 FORMCHECKBOX 

Documentation attached:  signed and dated verification from the institution staff that the applicant has been residing there for thirty days or less; AND

 FORMCHECKBOX 

Documentation attached:  letter from the shelter(s) verifying the applicant was residing at the shelter(s) prior to going to the institution; OR

 FORMCHECKBOX 

Documentation attached:  letter from outreach worker or other homeless services worker able to verify the applicant’s street homelessness; or a signed dated letter from applicant’s case manager attesting to the client’s street homelessness prior to being in the institution.

 FORMCHECKBOX 

5.  Is fleeing a domestic violence situation and lacks the resources and support networks to obtain subsequent housing

 FORMCHECKBOX 

Documentation attached:  signed and dated verification from the applicant that she/he is fleeing a domestic violence situation.

 FORMCHECKBOX 

6.  Is being evicted within a week from a private dwelling unit and no subsequent residence has been identified and the person lacks the resources and support networks needed to obtain housing. 

Legal eviction notice, OR 

 FORMCHECKBOX 
Eviction statement of intent, describing the date of & reason for eviction (signed and dated by landlord,).  OR

 FORMCHECKBOX 
If there is no lease, you must obtain a written statement signed and dated by the host (family member or friend) describing the reason for the informal eviction.   Outreach worker or service worker must document their efforts by providing a verification form documenting that they have made every effort to confirm that the circumstances are true and have written verification describing the efforts and attesting to their validity.  The verification form should be signed and dated. 



AND 
You must also have information on the income of the participant to verify that they lack the financial resources and support networks needed to obtain housing.

 FORMCHECKBOX 

7.  Other.  Please explain below:

	     



How long did the Applicant stay in the situation checked above?

 FORMCHECKBOX 
  One week or less

 FORMCHECKBOX 
 More than one week but less than one month

 FORMCHECKBOX 
 One-three months

 FORMCHECKBOX 
 More than three months but less than one year

 FORMCHECKBOX 
 One year or more

 FORMCHECKBOX 
 Don’t know

 FORMCHECKBOX 
 Refuse to answer

What was the Applicant’s last permanent address (where they last owned a home, paid rent or had a stable family situation)?

	Street Address
	     

	City State and Zip Code:
	     

	
	     


Service Provider:

___________________________

___________________________________________

 (Print Name)


                      (Sign Name)

______________________________

___________________________________________

(Name of Referring Agency)


(Date)
ATTACHMENT B.  VERIFICATION OF CHRONIC HOMELESSNESS

	Applicant’s Name:
	     


“Chronic homelessness” is the term HUD has applied to persons experiencing homelessness who are disabled by mental illness, drug or alcohol disorders or other disabilities, and who experience long-term and/or frequent episodes of homelessness.  In general, an Applicant does not have to be chronically homeless in order to be eligible for the Project D.A.S.H.  Please fill this form out whether or not the Applicant fits the definition of chronically homeless.

	The applicant is an unaccompanied homeless individual who is not part of a homeless family and is not accompanied by a child or children, a spouse, or any companion.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	The applicant has a disabling condition defined as a diagnosable alcohol or drug abuse disorder, serious mental illness, developmental disability, or chronic physical illness or disability, including the co-occurrence of two or more of these conditions.
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	The applicant has been continuously homeless for a year or more living on the streets and/or in an emergency homeless shelter
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	The applicant has had at least four episodes of homelessness in the past three years that are distinct and sustained stays on the streets and/or in emergency shelters where the applicant was unaccompanied and disabled during each episode.  (Please attach documentation.)
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	COMMENTS (Use the area below, if needed, to provide further details regarding the applicant’s status as chronically homeless):  
     



ATTACHMENT C. VERIFICATION OF DISABILITY
	Applicant’s Name:
	     


IMPORTANT:  This form must be filled out by a person trained to determine if the applicant’s disability meets HUD’s definition of a qualifying disability (see the description of each disability, below).  The signer of this form must have a license or credential in one of the following areas:  Medical Doctor, Psychologist, Professional Counselor, Nurse Practitioner, Licensed Clinical Social Worker, or Certified Substance Abuse Counselor.   TDC cannot accept a form signed by a Qualified Substance Abuse Professional or a Qualified Mental Health Professional who otherwise lacks one of the above-listed credentials.  PLEASE CHECK ALL THAT APPLY:

I have determined that this individual is disabled as follows:

 FORMCHECKBOX 

The applicant has a serious mental illness that is expected to be of long-continued and indefinite duration; substantially impedes this person’s ability to live independently; and is of such a nature that it could be improved by more suitable housing conditions.

 FORMCHECKBOX 

The applicant has a chronic alcohol abuse disorder and/or a chronic drug abuse disorder that is expected to be of long-continued and indefinite duration; substantially impedes this person’s ability to live independently; and is of such a nature that it could be improved by more suitable housing conditions.

  FORMCHECKBOX 

The applicant has a severe and chronic developmental disability that:

1. Is attributable to a mental or physical impairment or combination of mental and physical impairments;

2. Manifested before the person attained the age of 22;

3. Is likely to continue indefinitely;

4. Results in substantial functional limitations in three or more of the following areas of major life activity (please check three or more of the following):

 FORMCHECKBOX 
Self-care

 FORMCHECKBOX 
Receptive and expressive language

 FORMCHECKBOX 
Learning

 FORMCHECKBOX 
Mobility

 FORMCHECKBOX 
Self-direction

 FORMCHECKBOX 
Capacity for independent living

 FORMCHECKBOX 
Economic self-sufficiency; and

5. Reflects the person’s need for a combination and sequence of special, interdisciplinary, or generic care, treatment, or other services that are of lifelong or extended duration and are individually planned and coordinated.

 FORMCHECKBOX 

The applicant is dually diagnosed with both a chronic alcohol or drug abuse disorder and serious mental illnesses that are expected to be of long-continued and indefinite duration; substantially impede this person’s ability to live independently; and are of such nature that they could be improved by more suitable housing conditions.

 FORMCHECKBOX 

The applicant has a physical or mental disability caused by HIV/AIDS or related disease that is expected to be of long-continued and indefinite duration; substantially impedes this person’s ability to live independently; and is of such a nature that it could be improved by more suitable housing conditions.

 FORMCHECKBOX 

The applicant has a physical disability or disease that is expected to be of long-continued and indefinite duration; substantially impedes this person’s ability to live independently; and is of such a nature that it could be improved by more suitable, affordable housing conditions.

DIAGNOSES

	Axis I:
	     

	Axis II:
	     

	Axis III:
	     

	Axis IV:
	     

	Axis V:
	     

	If applicant has a diagnosis or history of substance abuse or dependence, please indicate the number of months/days that he/she has remained substance free and attach documentation of four random drug screens


Professional title and signature of person verifying disability:

 __________________________________
_____________________________________

(Print Name)




  (Sign Name)

___________________________________
_____________________________________

 (Professional Title) 



    (Date)

Required:  List license or certification type and number:       

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
ATTACHMENT D. ASSET VERIFICATION FORM
	Applicant’s Name:
	     


 FORMCHECKBOX 

This form is not applicable to applicant.
Applicant Certification:  I do not have any assets.  I also understand and agree that if I should receive any such assets; I will report this change to the Program Representative.

Applicant Certification Signature_____________________________________ 
Date______________

The person named above is an applicant for a dwelling unit in the above referenced project.  Federal Law requires us to obtain verification of all assets for each applicant to determine his/her eligibility for occupancy in the project.

The information requested below will be kept in strict confidence.  Please complete the section below and return in the self-addressed envelope.  Thank you for your cooperation in completing and returning this form as soon as possible.

I authorize_________________________________ to release all assets and income payable to me from same.

Signature of Applicant____________________________________________
Date_______________

Please give information on the following:
Type of Asset


Value


Interest Rate
or
Anticipated Income 

Checking Account (Avg Bal)
$     


     %

$     
Savings Account (Current Bal)  $     


     %

$     
CD (Deposit Amount)

$     


     %

$     
Money Market (Current Funds)
$     


     %

$     
Trust Fund (Principal Value)
$     


     %

$     
Other:


$     


     %

$     

ATTACHMENT E. EMPLOYMENT VERIFICATION
	Applicant’s Name:
	     


 FORMCHECKBOX 

This form is not applicable to applicant.

Applicant Certification:  I do not have any employment income.  I also understand and agree that if I should receive any such income; I will report this change to the Program Representative.

Applicant Certification Signature_____________________________________ 
Date______________

The person named above is an applicant for a dwelling unit in the above referenced project.  Federal Law requires us to obtain verification of all employment income for each applicant to determine his/her eligibility for occupancy in the project.

The information requested below will be kept in strict confidence.  Please complete the section below and return in the self-addressed envelope.  Thank you for your cooperation in completing and returning this form as soon as possible.

I authorize_________________________________ to release all information concerning my wages.

Signature of Applicant____________________________________________
Date_______________

Confidential Employment Information: (to be completed and verified by employer-please answer all questions that apply)

1. Date employment began:


     /     /     
2. Occupation/Position:



     
3. Date of Termination:



     /     /     
4. Rate of regular pay:



$      per      
5. Average hours worked per week:

     
6. Deductions from pay (e.g. health insurance):
     
____________________________________________________________
___________________

Signature of Verifier







Title

____________________________________________________________
___________________

Print Name








Date

____________________________________________________________
___________________

Organization & Address







Telephone

ATTACHMENT F. UNEMPLOYMENT BENEFIT INFORMATION VERIFICATION FORM
	Applicant’s Name:
	     


 FORMCHECKBOX 

This form is not applicable to applicant.

Applicant Certification:  I do not have any employment benefit income.  I also understand and agree that if I should receive any such benefits; I will report this change to the Program Representative.

Applicant Certification Signature_____________________________________ 
Date______________

The person named above is an applicant for a dwelling unit in the above referenced project.  Federal Law requires us to obtain verification of all benefit information for each applicant to determine his/her eligibility for occupancy in the project.

The information requested below will be kept in strict confidence.  Please complete the section below and return in the self-addressed envelope.  Thank you for your cooperation in completing and returning this form as soon as possible.

I authorize_________________________________ to release all information concerning my benefits.

Signature of Applicant____________________________________________
Date_______________

Gross Weekly Payment:
     



Date of Initial Payment:
     /     /     
Duration of Benefits:

     
Is applicant eligible for future benefits?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
If yes, number of weeks?      
If not, termination of benefits date?      
____________________________________________________________
___________________

Signature of Verifier







Title

____________________________________________________________
___________________

Print Name








Date

____________________________________________________________
___________________

Organization & Address







Telephone

ATTACHMENT G. VERIFICATION OF SOCIAL SECURITY INCOME FORM
	Applicant’s Name:
	     


 FORMCHECKBOX 

This form is not applicable to applicant.

Applicant Certification:  I do not receive any income from Social Security.  I also understand and agree that if I should receive any such benefits; I will report this change to the Program Representative.

Applicant Certification Signature_____________________________________ 
Date______________

The person named above is an applicant for a dwelling unit in the above referenced project.  Federal Law requires us to obtain verification of all income information for each applicant to determine his/her eligibility for occupancy in the project.

The information requested below will be kept in strict confidence.  Please complete the section below and return in the self-addressed envelope.  Thank you for your cooperation in completing and returning this form as soon as possible.

I authorize Social Security Administration to release all information concerning my benefits to the Durham Center Housing Specialist.

Signature of Applicant____________________________________________
Date_______________

_____________________________________________________________________________________

Please provide the following information:

1. Monthly Social Security Benefit:


$     
2. Supplemental Security Income:


$     
3. Recipient’s date of birth:



        /     /     
4. Deductions (e.g. health insurance)


$     
____________________________________________________________
___________________

Signature of Verifier







Title

____________________________________________________________
___________________

Print Name








Date

____________________________________________________________
___________________

Organization & Address







Telephone

ATTACHMENT H. TERMINATION POLICY
	Applicant’s Name:
	     


1. Eviction.  If a Project D.A.S.H. participant is evicted from a unit by the landlord, this may or may not result in termination from the Project D.A.S.H. program.  If the Durham Center Housing Specialist and service provider determine that the reasons for eviction can be addressed and the participant is still able to live independently, the participant will be eligible to continue in the Project D.A.S.H. program.

2. Termination.  If it determined by the Durham Center Housing Specialist that a participant is no longer eligible for Project D.A.S.H. program, The Durham Center will work with the service provider to ensure an appropriate transition out of the program.  Termination will involve the following procedures:

a. Written notice to the participant stating the reasons for termination;

b. Opportunity for the participant to address the Housing Team; and 

c. Final notice of any appeals

Signature of Applicant____________________________________________
Date_______________

ATTACHMENT H. TERMINATION POLICY
	Applicant’s Name:
	     


1. Eviction.  If a Embrace Durham participant is evicted from a unit by the landlord, this may or may not result in termination from the Embrace Durham program.  If the Durham Center Housing Specialist and service provider determine that the reasons for eviction can be addressed and the participant is still able to live independently, the participant will be eligible to continue in the Embrace Durham program.

2. Termination.  If it determined by the Durham Center Housing Specialist that a participant is no longer eligible for Embrace Durham program, The Durham Center will work with the service provider to ensure an appropriate transition out of the program.  Termination will involve the following procedures:

a. Written notice to the participant stating the reasons for termination;

b. Opportunity for the participant to address the Housing Team; and 

c. Final notice of any appeals

Signature of Applicant____________________________________________
Date_______________




� EMBED MS_ClipArt_Gallery  ���





� EMBED MS_ClipArt_Gallery  ���








1

[image: image3.wmf]_1212409728

