Shelter 

Plus Care 

Sample Forms

The sample forms in this document are available to assist Shelter Plus Care providers’ meet HUD requirements for their S+C grants.  These forms are just a template for providers to use and should be customized to meet the individualized grants. 

Shelter Plus Care (S+C) Application

	Candidate Name:

	HMIS ID Number:

	Referring Agency:

	Referring Staff Member/Title:

	Referring Staff Member Email:

	Referring Staff Member Telephone/Cell Phone:

	Referral agency’s date of first engagement? (MM/DD/YYYY):

	Telephone: 
	Message Telephone:

	Social Security #:
	Date of Birth (MM/DD/YYYY): 

	Emergency Contact:
	Emergency Contact Telephone:

	Race:  FORMCHECKBOX 
 American Indian/Alaskan Native  FORMCHECKBOX 
 Asian  FORMCHECKBOX 
 Black/African American

 FORMCHECKBOX 
 Native Hawaiian/Other Pacific Islander  FORMCHECKBOX 
 White  FORMCHECKBOX 
 American Indian/Alaskan Native & White      FORMCHECKBOX 
 Asian & White  FORMCHECKBOX 
 Black/African American & White  FORMCHECKBOX 
 American Indian/ Alaskan Native & Black/African American  FORMCHECKBOX 
 Other Multi-Racial  FORMCHECKBOX 
 Don’t Know/Refused

	Ethnicity:  FORMCHECKBOX 
 Hispanic/Latino  FORMCHECKBOX 
 Non-Hispanic/Latino 

	Gender:  FORMCHECKBOX 
 Female  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Transgender  FORMCHECKBOX 
 Don’t Know/Refused  FORMCHECKBOX 
 Other:

	City of Birth: 
	State of Birth: 

	Is candidate currently homeless?  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

	Prior living situation one (1) week prior to submission of S+C Application:


 FORMCHECKBOX 
 Street or place not meant for human habitation – must have written certification

 FORMCHECKBOX 
 Emergency shelter (includes DV shelter and hotel/motel paid for by third party organization in lieu of emergency shelter) – must have a letter from the shelter/organization


 FORMCHECKBOX 
 Transitional housing program (having come from streets or emergency shelter) – must have a letter from the TH program stating homeless having come from the streets or emergency shelter prior to admission to their program

 FORMCHECKBOX 
 Other ** Candidates are only eligible for S+C if they came from the 3 areas listed above

	Zip Code of Last Permanent Address:

	Veteran:  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no  FORMCHECKBOX 
 Don’t Know  FORMCHECKBOX 
 Refused

Branch:  FORMCHECKBOX 
 Army  FORMCHECKBOX 
 Air Force  FORMCHECKBOX 
 Navy  FORMCHECKBOX 
 Marines  FORMCHECKBOX 
 Coast Guard  FORMCHECKBOX 
 Other: __________________

Discharge Date: _________________

Discharge Status:  FORMCHECKBOX 
 Honorable  FORMCHECKBOX 
 General  FORMCHECKBOX 
 Medical  FORMCHECKBOX 
 Bad Conduct  FORMCHECKBOX 
 Dishonorable  FORMCHECKBOX 
 Other

Service Era:  FORMCHECKBOX 
 Persian Gulf (8/1991 to present)  FORMCHECKBOX 
 Post-Vietnam (5/1975 to 7/1991) 


 FORMCHECKBOX 
 Vietnam (8/1964 to 4/1975)  FORMCHECKBOX 
 Between Korea and Vietnam (2/1955 to 7/1964)


 FORMCHECKBOX 
 Korea (6/1950 to 1/1955)  FORMCHECKBOX 
 Between WW2 and Korea (8/1947 to 5/1950)


 FORMCHECKBOX 
 WW2 (9/1940 to 7/1947)  FORMCHECKBOX 
 Between WW1 and WW2 (12/1918 to 8/1940) 


 FORMCHECKBOX 
 WWI (4/1917 to 11/1918)

Served in War Zone:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes; if yes – give number of months served: _______ months

War Zone Served In:  FORMCHECKBOX 
 Europe  FORMCHECKBOX 
 North America  FORMCHECKBOX 
 Vietnam  FORMCHECKBOX 
 Laos/Cambodia


 FORMCHECKBOX 
 South China Sea  FORMCHECKBOX 
 China/Burma/India  FORMCHECKBOX 
 South Pacific  FORMCHECKBOX 
 Persian Gulf


 FORMCHECKBOX 
 Other: ______________________________

Received Hostile or Friendly Fire:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Registered at Veterans Administration:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No; if yes, provide VA record # _______________


	Disabling Condition:  FORMCHECKBOX 
 Mental Illness  FORMCHECKBOX 
 Alcohol Abuse  FORMCHECKBOX 
 Drug Abuse  FORMCHECKBOX 
 HIV/AIDS

 FORMCHECKBOX 
 Developmental Disability  FORMCHECKBOX 
 Physical Disability  FORMCHECKBOX 
 Domestic Violence  FORMCHECKBOX 
 Don’t Know  FORMCHECKBOX 
 Refused

 FORMCHECKBOX 
 Other (please specify): 

** A person shall be considered to have a disabling condition if said person has a physical, mental, or emotional impairment, which is expected to be of long-continued and indefinite duration; substantially impedes his/her ability to live independently; and if of such a nature that such ability, could be improved by more suitable housing condition.

** Candidates are only eligible for S+C if they have a disabling condition

	General Health Status:  FORMCHECKBOX 
 excellent  FORMCHECKBOX 
 very good  FORMCHECKBOX 
 good  FORMCHECKBOX 
 fair  FORMCHECKBOX 
 poor  FORMCHECKBOX 
 unknown

Pregnant:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes, if yes – please provide anticipated delivery date: _____________________

	Domestic Violence Victim:  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

Most Recent Date of Victimization: ________________________

How Long in the Past Did Victimization Occur:  FORMCHECKBOX 
 within past three months  FORMCHECKBOX 
 3-6 months ago

 FORMCHECKBOX 
 6-12 months ago  FORMCHECKBOX 
 more than one year ago  FORMCHECKBOX 
 don’t know  FORMCHECKBOX 
 refused

	At application submission, candidate 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 
 Continuously homeless for 1 year


 FORMCHECKBOX 
 Four episodes of homelessness in the past 3 years

	Is the household chronically homeless:  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no


 FORMCHECKBOX 
 Unaccompanied adult


 FORMCHECKBOX 
 Disabling condition


 FORMCHECKBOX 
 Homeless -  FORMCHECKBOX 
 1 continuous year  FORMCHECKBOX 
 4 episodes of homelessness in past 3 years



 FORMCHECKBOX 
 Living on the streets or place not meant for human habitation or



 FORMCHECKBOX 
 Living in an emergency shelter

	Education Level:  FORMCHECKBOX 
 high school diploma  FORMCHECKBOX 
 G.E.D.  FORMCHECKBOX 
 one year of college, technical school

 FORMCHECKBOX 
 two years of college, technical school  FORMCHECKBOX 
 three years of college, technical school

 FORMCHECKBOX 
 Bachelor’s degree or equivalent  FORMCHECKBOX 
 Master’s degree  FORMCHECKBOX 
 Ph.D.  FORMCHECKBOX 
 completed ___ grade/no diploma

	Bedroom size needed based on household makeup:  FORMCHECKBOX 
 0  FORMCHECKBOX 
 1  FORMCHECKBOX 
 2  FORMCHECKBOX 
 3  FORMCHECKBOX 
 4  FORMCHECKBOX 
 5

	Income Sources and Amount at Entry:

Source

Amount

Source

Amount

Supplemental Security Income (SSI)

$
Social Security Disability Income (SSDI)

$
Social Security

$
General Public Assistance

$
Temporary Aid to Needy Families (TANF)

$
State Children’s Health Insurance Program (SCHIP)

$
Veterans Benefit

$
Employment Income (Include Day Labor)

$
Unemployment Benefits

$
Veterans Health Care

Medicaid

 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N
Supplemental Nutrition Assistance Program (SNAP) – formerly Food Stamps

$
Other: Child Support

$
Other: Medicare

 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N
Other: Family/Friend Support

$
Other: Scrap/Recycling

$
Other: WIC

$
Other (please specify):

$
Other (please specify):

$

No Financial Resources

 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N
 ** Please collect third party verification of all income sources.


	Employment Status:  FORMCHECKBOX 
 permanent  FORMCHECKBOX 
 temporary  FORMCHECKBOX 
 seasonal

Hours worked week prior to completing this application: ________

If not employed, are you looking?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Able to work:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	What supportive services is candidate and/or family currently receiving:

 FORMCHECKBOX 
 Outreach

 FORMCHECKBOX 
 Case Management

 FORMCHECKBOX 
 Life Skills (Outside of CM)

 FORMCHECKBOX 
 Alcohol or Drug Abuse Services

 FORMCHECKBOX 
 Mental Health Services

 FORMCHECKBOX 
 HIV/AIDS-related services

 FORMCHECKBOX 
 Other Health Care Services

 FORMCHECKBOX 
 Education Assistance

 FORMCHECKBOX 
 Employment Assistance

 FORMCHECKBOX 
 Child Care

 FORMCHECKBOX 
 Transportation

 FORMCHECKBOX 
 Legal 

 FORMCHECKBOX 
 Financial Literacy

 FORMCHECKBOX 
 Financial Assistance

 FORMCHECKBOX 
 Other (specify):

 FORMCHECKBOX 
 Other (specify):



	Based on supportive services need assessment, what services are recommended:

 FORMCHECKBOX 
 Outreach

 FORMCHECKBOX 
 Case Management

 FORMCHECKBOX 
 Life Skills (Outside of CM)

 FORMCHECKBOX 
 Alcohol or Drug Abuse Services

 FORMCHECKBOX 
 Mental Health Services

 FORMCHECKBOX 
 HIV/AIDS-related services

 FORMCHECKBOX 
 Other Health Care Services

 FORMCHECKBOX 
 Education Assistance

 FORMCHECKBOX 
 Employment Assistance

 FORMCHECKBOX 
 Child Care

 FORMCHECKBOX 
 Transportation

 FORMCHECKBOX 
 Legal 

 FORMCHECKBOX 
 Financial Literacy

 FORMCHECKBOX 
 Financial Assistance

 FORMCHECKBOX 
 Other (specify):

 FORMCHECKBOX 
 Other (specify):



	Additional Household Member(s) Name(s):



	As the applicant for Shelter Plus Care housing, 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.

	Candidate Signature: 






Date:



	Staff Signature:







Date:




** Please attach a birth certificate (or equivalent) and Social Security card for this person to the Application.  

Shelter Plus Care Application Supplement – Additional Adult in Household

	Name of Primary Candidate:

	Please complete 1 of these S+C Application Supplements for each additional adult in household.

	Name of Additional Adult in Household:

	HMIS ID Number:

	Relationship to Primary Candidate:

	Social Security #:
	Date of Birth (MM/DD/YYYY): 

	Race:  FORMCHECKBOX 
 American Indian/Alaskan Native  FORMCHECKBOX 
 Asian  FORMCHECKBOX 
 Black/African American

 FORMCHECKBOX 
 Native Hawaiian/Other Pacific Islander  FORMCHECKBOX 
 White  FORMCHECKBOX 
 American Indian/Alaskan Native & White      FORMCHECKBOX 
 Asian & White  FORMCHECKBOX 
 Black/African American & White  FORMCHECKBOX 
 American Indian/ Alaskan Native & Black/African American  FORMCHECKBOX 
 Other Multi-Racial  FORMCHECKBOX 
 Don’t Know/Refused

	Ethnicity:  FORMCHECKBOX 
 Hispanic/Latino  FORMCHECKBOX 
 Non-Hispanic/Latino 

	Gender:  FORMCHECKBOX 
 Female  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Transgender  FORMCHECKBOX 
 Don’t Know/Refused  FORMCHECKBOX 
 Other:

	City of Birth: 
	State of Birth: 

	Veteran:  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no  FORMCHECKBOX 
 Don’t Know  FORMCHECKBOX 
 Refused

Branch:  FORMCHECKBOX 
 Army  FORMCHECKBOX 
 Air Force  FORMCHECKBOX 
 Navy  FORMCHECKBOX 
 Marines  FORMCHECKBOX 
 Coast Guard  FORMCHECKBOX 
 Other: __________________

Discharge Date: _________________

Discharge Status:  FORMCHECKBOX 
 Honorable  FORMCHECKBOX 
 General  FORMCHECKBOX 
 Medical  FORMCHECKBOX 
 Bad Conduct  FORMCHECKBOX 
 Dishonorable  FORMCHECKBOX 
 Other

Service Era:  FORMCHECKBOX 
 Persian Gulf (8/1991 to present)  FORMCHECKBOX 
 Post-Vietnam (5/1975 to 7/1991) 


 FORMCHECKBOX 
 Vietnam (8/1964 to 4/1975)  FORMCHECKBOX 
 Between Korea and Vietnam (2/1955 to 7/1964)


 FORMCHECKBOX 
 Korea (6/1950 to 1/1955)  FORMCHECKBOX 
 Between WW2 and Korea (8/1947 to 5/1950)


 FORMCHECKBOX 
 WW2 (9/1940 to 7/1947)  FORMCHECKBOX 
 Between WW1 and WW2 (12/1918 to 8/1940) 


 FORMCHECKBOX 
 WWI (4/1917 to 11/1918)

Served in War Zone:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes; if yes – give number of months served: _______ months

War Zone Served In:  FORMCHECKBOX 
 Europe  FORMCHECKBOX 
 North America  FORMCHECKBOX 
 Vietnam  FORMCHECKBOX 
 Laos/Cambodia


 FORMCHECKBOX 
 South China Sea  FORMCHECKBOX 
 China/Burma/India  FORMCHECKBOX 
 South Pacific  FORMCHECKBOX 
 Persian Gulf


 FORMCHECKBOX 
 Other: ______________________________

Received Hostile or Friendly Fire:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Registered at Veterans Administration:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No; if yes, provide VA record # _______________

	Income Sources and Amount at Entry:

Source

Amount

Source

Amount

Supplemental Security Income (SSI)

$
Social Security Disability Income (SSDI)

$
Social Security

$
General Public Assistance

$
Temporary Aid to Needy Families (TANF)

$
State Children’s Health Insurance Program (SCHIP)

$
Veterans Benefit

$
Employment Income (Include Day Labor)

$
Unemployment Benefits

$
Veterans Health Care

Medicaid

 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N
Supplemental Nutrition Assistance Program (SNAP) – formerly Food Stamps

$
Other: Child Support

$
Other: Medicare

 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N
Other: Family/Friend Support

$
Other: Scrap/Recycling

$
Other: WIC

$
Other (please specify):

$
Other (please specify):

$

No Financial Resources

 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N
 ** Please collect third party verification of all income sources.


	Employment Status:  FORMCHECKBOX 
 permanent  FORMCHECKBOX 
 temporary  FORMCHECKBOX 
 seasonal

Hours worked week prior to completing this application: ________

If not employed, are you looking?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Able to work:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Disabling Condition:  FORMCHECKBOX 
 Mental Illness  FORMCHECKBOX 
 Alcohol Abuse  FORMCHECKBOX 
 Drug Abuse  FORMCHECKBOX 
 HIV/AIDS

 FORMCHECKBOX 
 Developmental Disability  FORMCHECKBOX 
 Physical Disability  FORMCHECKBOX 
 Domestic Violence  FORMCHECKBOX 
 Don’t Know  FORMCHECKBOX 
 Refused

 FORMCHECKBOX 
 Other (please specify): 

** A person shall be considered to have a disabling condition if said person has a physical, mental, or emotional impairment, which is expected to be of long-continued and indefinite duration; substantially impedes his/her ability to live independently; and if of such a nature that such ability, could be improved by more suitable housing condition.

** Candidates are only eligible for S+C if they have a disabling condition

	General Health Status:  FORMCHECKBOX 
 excellent  FORMCHECKBOX 
 very good  FORMCHECKBOX 
 good  FORMCHECKBOX 
 fair  FORMCHECKBOX 
 poor  FORMCHECKBOX 
 unknown

Pregnant:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes, if yes – please provide anticipated delivery date: _____________________

	Domestic Violence Victim:  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

Most Recent Date of Victimization: ________________________

How Long in the Past Did Victimization Occur:  FORMCHECKBOX 
 within past three months  FORMCHECKBOX 
 3-6 months ago

 FORMCHECKBOX 
 6-12 months ago  FORMCHECKBOX 
 more than one year ago  FORMCHECKBOX 
 don’t know  FORMCHECKBOX 
 refused

	As the applicant for Shelter Plus Care housing, 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.

	Candidate Signature: 






Date:



	Staff Signature:







Date:




** Please attach a birth certificate (or equivalent) and Social Security card for this person to the Application Supplement.  

Shelter Plus Care Application Supplement – Additional Child(ren) in Household

	Name of Primary Candidate:

	Please complete for each additional child in household.

	Name of Additional Child in Household:

	HMIS ID Number:

	Relationship to Primary Candidate:

	Date of Entry:

	Social Security #:
	Date of Birth (MM/DD/YYYY): 

	Race:  FORMCHECKBOX 
 American Indian/Alaskan Native  FORMCHECKBOX 
 Asian  FORMCHECKBOX 
 Black/African American

 FORMCHECKBOX 
 Native Hawaiian/Other Pacific Islander  FORMCHECKBOX 
 White  FORMCHECKBOX 
 American Indian/Alaskan Native & White      FORMCHECKBOX 
 Asian & White  FORMCHECKBOX 
 Black/African American & White  FORMCHECKBOX 
 American Indian/ Alaskan Native & Black/African American  FORMCHECKBOX 
 Other Multi-Racial  FORMCHECKBOX 
 Don’t Know/Refused

	Ethnicity:  FORMCHECKBOX 
 Hispanic/Latino  FORMCHECKBOX 
 Non-Hispanic/Latino 

	Gender:  FORMCHECKBOX 
 Female  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Transgender  FORMCHECKBOX 
 Don’t Know/Refused  FORMCHECKBOX 
 Other:

	General Health Status:  FORMCHECKBOX 
 excellent  FORMCHECKBOX 
 very good  FORMCHECKBOX 
 good  FORMCHECKBOX 
 fair  FORMCHECKBOX 
 poor  FORMCHECKBOX 
 unknown

Pregnant:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes, if yes – please provide anticipated delivery date: _____________________

	City of Birth: 
	State of Birth: 

	Enrolled in School (pre-school through 12th grade):  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If not Enrolled, State Reason:  FORMCHECKBOX 
 residency required  FORMCHECKBOX 
 prior school records not available 

 FORMCHECKBOX 
 no birth certificate  FORMCHECKBOX 
 legal guardian requirements  FORMCHECKBOX 
 transportation problems

 FORMCHECKBOX 
 lack of pre-school programs  FORMCHECKBOX 
 immunization requirements 

 FORMCHECKBOX 
 physical exam records not available  FORMCHECKBOX 
 other: ___________________________  FORMCHECKBOX 
 none 

	If Enrolled, Type of School:  FORMCHECKBOX 
 public  FORMCHECKBOX 
 parochial or private school

	Employment Status:  FORMCHECKBOX 
 permanent  FORMCHECKBOX 
 temporary  FORMCHECKBOX 
 seasonal

Hours worked week prior to completing this application: ________

If not employed, are you looking?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Able to work:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Name of School: 

	As the applicant for Shelter Plus Care housing, 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.

	Parent/Guardian Signature: 





Date:



	Staff Signature:







Date:




** Please attach a birth certificate (or equivalent) and Social Security card for this person to the Application Supplement.  

Shelter Plus Care – Referral Packet Checklist

	Name:

	The following information should be present in each Shelter Plus Care Packet.

	 FORMCHECKBOX 
 Checklist

 FORMCHECKBOX 
 Application

 FORMCHECKBOX 
 Application Supplement for other adults and children in household (if applicable)

 FORMCHECKBOX 
 Shelter Plus Care Eligibility Checklist

 FORMCHECKBOX 
 Verification of Homelessness

 FORMCHECKBOX 
 Verification of Chronic Homelessness (if applicable)

 FORMCHECKBOX 
 Verification of Disability

 FORMCHECKBOX 
 Verification of Income and Assets



** Include third-party verification of any income & assets

 FORMCHECKBOX 
 Verification of Employment Income



** Include copies of pay stubs

 FORMCHECKBOX 
 Verification of Medical Expense

 FORMCHECKBOX 
 Copy of Birth Certificates for Each Family Member

 FORMCHECKBOX 
 Copy of Social Security Cards for Each Family Member

 FORMCHECKBOX 
 Shelter Plus Care Authorization for Release and Exchange of Basic Information

 FORMCHECKBOX 
 Shelter Plus Care Standard Client Acknowledgement of Data Collection Form

 FORMCHECKBOX 
 Housing Services Plan

 FORMCHECKBOX 
 Life Skills Assessment (if applicable)

 FORMCHECKBOX 
 Self-Sufficiency Matrix (if applicable)

 FORMCHECKBOX 
 Tenant Responsibility Agreement

	Staff Member Signature:
	Date:




Shelter Plus Care Eligibility Checklist

	Candidate Name:

	Date:

	To qualify for Shelter Plus Care, a candidate must be:

· Homeless and lack the resources to obtain housing on own

1. Coming from the streets or places not meant for human habitation

2. Coming from an emergency shelter, domestic violence shelter, or motel/hotel paid for by a third-party organization in lieu of an emergency shelter

3. Coming from a transitional housing program – having come from 1 or 2

· Have a disabling condition

Please check the boxes below as appropriate and provide documentation as noted

	 FORMCHECKBOX 
 Homeless, as evidenced by one of the following:


 FORMCHECKBOX 
 Living on the streets or a place not meant for human habitation (e.g., car, park, camp, etc.)



Provide third-party verification or have candidate sign a self-declaration


 FORMCHECKBOX 
 Living in an emergency shelter



Provide third-party verification from shelter


 FORMCHECKBOX 
 Living in a transitional housing program – having come from the streets or shelter



Provide third-party verification from transitional housing provider, which much include a statement that the household came from the streets or an emergency shelter

	 FORMCHECKBOX 
 Lacks the resources to obtain housing independently as evidenced by:

________________________________________________________________________________

________________________________________________________________________________ 

________________________________________________________________________________ 



	 FORMCHECKBOX 
 Written evidence of a disabling condition.  A person shall be considered to have a disabling condition if said person has a physical, mental, or emotional impairment, which is expected to be of long-continued and indefinite duration; substantially impedes his/her ability to live independently; and if of such a nature that such ability, could be improved by more suitable housing condition.


Provide third-party verification of disabling condition

	I, the above named candidate, certify that I/my household am/are living on the streets or in a place not meant for human habitation.  I have been staying (e.g., in my car on “x” street, in a camp off of “x”, in a park at “x”): 

________________________________________________________________________________

________________________________________________________________________________ 

________________________________________________________________________________ 



	Candidate Signature:
	Date:



	Staff Signature:
	Date:




Shelter Plus Care Disability Verification Form

	Candidate Name:

	The above named candidate is applying for a Shelter Plus Care voucher.  To qualify for Shelter Plus Care, an adult candidate must be:

· Homeless and lack the resources to obtain housing on own

1. Coming from the streets or places not meant for human habitation

2. Coming from an emergency shelter, domestic violence shelter, or motel/hotel paid for by a third-party organization in lieu of an emergency shelter

3. Coming from a transitional housing program – having come from 1 or 2

· Have a disabling condition

	1. A person shall be considered to have a disabling condition if said person has a physical, mental, or emotional impairment, which is expected to be of long-continued and indefinite duration; substantially impedes his/her ability to live independently; and if of such a nature that such ability, could be improved by more suitable housing condition.  

2. A person will also be considered to have a disability if she/he has a developmental disability, which is a severe, chronic disability that:

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

ii.
Is manifested before the person attains age 22;

iii. Is likely to continue indefinitely;

iv. Results in substantial functional limitations in three or more of the following areas of major life activity:

A. Self-care,

B. Receptive and expressive language,

C. Learning,

D. Mobility,

E. Self-direction,

F. Capacity for independent living, and

G. Economic self-sufficiency; and

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

3. Notwithstanding the preceding provisions of this paragraph, the term person with disabilities includes:

i. Two or more persons with disabilities living together

ii. One or more persons living with a head of household who is determined to have a disability

	I have reviewed the definition above and determined that the above named candidate has the following disabling condition and meets the above criteria (mark all that apply):

 FORMCHECKBOX 
 Mental Illness  FORMCHECKBOX 
 Alcohol Abuse  FORMCHECKBOX 
 Drug Abuse  FORMCHECKBOX 
 HIV/AIDS  FORMCHECKBOX 
 Developmental Disability  FORMCHECKBOX 
 Physical Disability 

 FORMCHECKBOX 
 Don’t Know  FORMCHECKBOX 
 Doesn’t Meet the Above Criteria  FORMCHECKBOX 
 Other (please specify): 



	List all diagnoses including ICD-9 Code

______________________________________________

Diagnoses




Code

______________________________________________

Diagnoses




Code
______________________________________________

Diagnoses




Code
______________________________________________

Diagnoses




Code
______________________________________________

Diagnoses




Code
______________________________________________

Diagnoses




Code
______________________________________________

Diagnoses




Code
______________________________________________

Diagnoses




Code 



	Signed:
	Date:

	Name (Printed):
	License #:

	Professional Title:  FORMCHECKBOX 
 Physician  FORMCHECKBOX 
 Psychiatrist  FORMCHECKBOX 
 Psychologist  FORMCHECKBOX 
 Nurse Practitioner


Shelter Plus Care Chronically Homeless Verification Form

	Candidate Name:

	A Chronically Homeless Person is defined as an unaccompanied homeless individual with a disabling condition who has either been continuously homeless for a year or more OR has had at least 4 episodes of homelessness in the past 3 years.  A disabling condition is defined as 1. A disability as defined in Section 223 of the Social Security Act; 2. A physical, mental or emotional impairment which is (a) expected to be of long-continued and indefinite duration, (b) substantially impedes an individual’s ability to live independently, and (c) of such a nature that such ability could be improved by more suitable housing conditions; 3. A developmental disability as defined in section 102 of the Developmental Disabilities Assistance and Bill of Rights Act; 4. The disease of acquired immunodeficiency syndrome or any conditions arising from the etiological agency for acquired immunodeficiency syndrome; or 5. A diagnosable substance abuse disorder.  In defining the chronically homeless, the term “homeless” means “a person sleeping on the streets or place not meant for human habitation or in an emergency homeless shelter.  

	Is the household chronically homeless:  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no


 FORMCHECKBOX 
 Unaccompanied adult


 FORMCHECKBOX 
 Disabling condition


 FORMCHECKBOX 
 Mental Illness  FORMCHECKBOX 
 Alcohol Abuse  FORMCHECKBOX 
 Drug Abuse  FORMCHECKBOX 
 HIV/AIDS  FORMCHECKBOX 
 Developmental Disability 


 FORMCHECKBOX 
 Physical Disability  FORMCHECKBOX 
 Domestic Violence  FORMCHECKBOX 
 Don’t Know  FORMCHECKBOX 
 Refused 


 FORMCHECKBOX 
 Other (please specify): ______________________________________________________




Provide third-party verification of disabling condition

 FORMCHECKBOX 
 Homeless -  FORMCHECKBOX 
 1 continuous year  FORMCHECKBOX 
 4 episodes of homelessness in past 3 years



 FORMCHECKBOX 
 Living on the streets or place not meant for human habitation or




Provide third-party verification or have candidate sign a self-declaration on the 



S+C Eligibility Checklist

 FORMCHECKBOX 
 Living in an emergency shelter



Provide third-party verification from shelter

	Candidate Signature:
	Date:



	Staff Signature:
	Date:




Shelter Plus Care Third-Party Homeless Verification
	Candidate Name:

	I, the above-named candidate, hereby authorize the release of the requested information for Shelter Plus Care Third-Party Homeless Verification.

	Candidate Signature:
	Date:

	

	Agency Providing Third-Party Verification:

	Staff Member Printed Name:

	The above-named candidate is applying to receive the services of a Shelter Plus Care funded program serving homeless persons.  To qualify, the person/household must be determined to be homeless as defined by the U.S. Department of Housing and Urban Development for the Shelter Plus Care Program.  

This information will be used for the purpose of determining homeless status of the above-named candidate.  

	 FORMCHECKBOX 
 Our agency has been providing outreach or street-based services to this person/household living on the streets or place not meant for human habitation.


 FORMCHECKBOX 
 Our agency’s engagement date was (MM/DD/YYYY): ______________________________

 FORMCHECKBOX 
 Our agency has been providing emergency shelter and services.


 FORMCHECKBOX 
 Our agency’s engagement date was (MM/DD/YYYY): ______________________________

 FORMCHECKBOX 
 Our agency has been providing transitional housing and services.


 FORMCHECKBOX 
 Our agency’s engagement date was (MM/DD/YYYY): ______________________________


 FORMCHECKBOX 
 Our agency certifies that this person/household initially came to our program from:



 FORMCHECKBOX 
 The streets, place not meant for human habitation



 FORMCHECKBOX 
 Emergency shelter

	

	 FORMCHECKBOX 
 Our agency is aware of the following homelessness history information also:

Time Period

Whereabouts

Documented?

Example – January 1, 2007

Ohio Shelter

 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no

 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no

 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no

 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no

 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no

 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no

 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no

 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no

 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no



	Referral Staff Signature:
	Date:




Shelter Plus Care Income and Asset Form

	Candidate Name:

	Income Information

	Please answer each of the following questions.  For each “YES” answer, give details in the comment section that follows.

	1. Is any member of your household employed, full- or part-time or seasonally?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. Does any member of your household expect to work for any period during the next 12 months?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. Does any member of your household work for someone who pays you cash?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. Is any member of your household on leave of absence from work due to layoff, medical, maternity, or military leave?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. Does any member of your household now receive, or expect to receive unemployment?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. Does any member of your household now receive or expect to receive child support?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	7. Is any member of your household entitled to child support that he/she is not now receiving?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	8. Does any member of your household now receive or expect to receive alimony?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	9. Does any member of your household entitled to alimony that he/she is not now receiving?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	10. Does any member of your household receive or expect to receive welfare, such as TANF?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	11. Does any member of your household receive or expect to receive Social Security?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	12. Does any member of your household receive or expect to receive income from a pension or annuity?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	13. Does any member of your household receive cash contributions from individuals/agencies not living in the unit?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Comments: _______________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________

	For each type of income that the applicant or anyone who lives with the applicant receives, please give the source of the income and the amount of the income that can be expected from the source during the next 12 months.

Household Member’s Name

Source or Type of Cash Income (employment, SSDI, TANF, etc.)

Monthly Amount

Non-Cash Benefits

Monthly Amount



	Asset Information

	Please list all checking, savings, and investment accounts below for all persons that will be living in your household.

Household Member’s Name

Bank or Credit Union Name

Account Number

Type of Account (checking, savings, investment)

Current Balance



	List the value of all stocks, bonds, trusts, pension contributions or other assets:

	Have you sold or given away any real property or assets in the past two (2) years?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No; if yes, what is the current market value of the asset: $ ___________

	No income certification: I, the above named person, have no income at the time of making this application.

_______________________________________________________________

_________________________

Name










Date

	Candidate: Signature
	Date:




 Employment Verification

	Name:

	Social Security Number:
	Date of Birth:

	I, the above named person, hereby authorize verification of my employment information.

	Signature:
	Date:

	The section below is to be completed by Employer

	Dear Employer:

Federal regulations require verification of certain information to determine the above-named person’s eligibility for federal assistance.  We appreciate your cooperation and immediate attention in providing the information requested below.

	Date of hire:

	Base pay:

	Shift differential (if applicable):

	Frequency (hourly, weekly, annually, etc.):

	Hours worked per week (average):

	Overtime rate (if applicable):

	Overtime hours per week (average):

	Average tips per week:

	Bonus or commissions (if applicable):

	Anticipated pay increase/effective date:

	Printed Name of Person Completing Form:

	Company Name:

	Telephone Number:

	Signature:
	Date:




If you have any questions regarding this form, please call ___________________ at _____________.

Thank you for your assistance.

Asset Verification Form

	Name:

	Social Security Number:
	Date of Birth:

	I, the above named person, hereby authorize verification of my asset information.

	 FORMCHECKBOX 
 This form is not applicable to tenant.

	Signature:








Date:

	The section below is to be completed by Bank, Credit Union, or other Financial Institution

	The person named above is a tenant/applicant for a subsidized dwelling unit.  Federal law requires us to obtain verification of all assets for each tenant/applicant to determine his/her eligibility for occupancy in the project.  Please complete the section below and return it to       

	Type of Asset

Value

Interest Rate

Anticipated Income for Next 12 Months

Checking Account (average balance)

Savings Account (current balance)

Certificate of Deposit (deposit amount)

Money Market (current funds)

Trust Fund (principal value)

Other:

Other:



	Printed Name of Person Completing Form:

	Institution Name:

	Telephone Number:

	Signature:
	Date:


Shelter Plus Care Authorization for Release and Exchange of Basic Information

	Candidate/Participant Name:

	Date of Birth:
	Social Security Number:

	In accordance with Federal Regulation Code 42, Part 2, 1 hereby authorize:

Name of homeless service organization

 FORMCHECKBOX 
To release to  FORMCHECKBOX 
 to share with:


Address








________________________________________________

Contact Information







Name of individual, institution










________________________________________________










Address










________________________________________________










City, State Zip










________________________________________________










Phone, Fax

	The following information: (including patient records related to any attempted suicide, emotional illness, psychological services records, if any, social services records, if any; including communications made by me to a social worker, counselor, psychologist, physical, or other health care provider; and information regulated by Federal Public Law 93-282, confidentiality of alcohol and drug abuse patients and records documenting the diagnosis and/or treatment of communicable diseases and/or serious disease and infections as defined by the U.S. Department of Health and Human Services rules which include venereal disease, tuberculosis, AIDS, ARC, HIV status and other related diseases, if any)

 FORMCHECKBOX 
 Diagnosis/test results
 FORMCHECKBOX 
 Discharge/treatment summary
 FORMCHECKBOX 
 Medical records/hospital records

 FORMCHECKBOX 
 Police/prison records

 FORMCHECKBOX 
 Financial information 

 FORMCHECKBOX 
 Psychological/psychosocial assessments

 FORMCHECKBOX 
 Housing requirements
 FORMCHECKBOX 
 Transportation requirements

 FORMCHECKBOX 
 Substance abuse assessments/evals/history

 FORMCHECKBOX 
 Nutritional requirements
 FORMCHECKBOX 
 Diagnostic impressions/prognosis
 FORMCHECKBOX 
 Psychiatric evals/consultations/medications

 FORMCHECKBOX 
 Chart/progress notes

 FORMCHECKBOX 
 Treatment plan/recommendations
 FORMCHECKBOX 
 Other: ______________________________

for services covering the dates from: __________ to __________ for the specific purpose of determining eligibility for S+C program; after care; placement; transfer/treatment; treatment planning; assessment; continuity of services/care; and other issues relevant to Shelter Plus Care program.  I release the above cited individuals or facilities of any legal liability that may arise from the release of the information requested.  I understand that the agency cannot release information obtained from other sources.  I understand that the individual/institution/agency receiving this information may not re-release it to any other individual, institution, or agency.  I also understand that this authorization for release of information will expire 1 year after the exit from the program.  I also understand that this release can be revoked, by me at any time and that the revocation must be signed and dated by me, and that the revoking of the release will not affect information released prior to the revoking of the release.  

	

	Signature:
	Date:
	Relationship (if minor):



	Witness Name (Print):
	Witness Signature:
	Date:




Shelter Plus Care Standard Client Acknowledgement of Data Collection Form

	Candidate/Participant Name:

	Date of Birth:
	Social Security Number:

	Participation in data collection, although optional, is a critical component of the community’s ability to provide the most effective services and housing possible.  Please understand that access to shelter and housing services is available without participation in data collection.  

This client notice and consent describes how information about you may be used and disclosed and how you can get access to this information.  Please review it carefully.  If you have any questions or desire any further information regarding this form please contact ____________________________________ at ______________________________.



	I, the above named candidate/participant, understand and acknowledge that ___________________ 

___________________ (the “Agency”) is affiliated with the HMIS, and I consent to and authorize the collection of information and preparation of records pertaining to the services provided to me by the Agency.  The information gathered and prepared by the Agency will be included in a Homeless Management Information System (“HMIS”) database and shall be used by Agency to:

a) Provide individual case management

b) Produce aggregate-level reports regarding use of services

c) Track individual program-level outcomes

d) Identify unfilled service needs and plan for the provision of new services

e) Allocate resources among agencies engaged in the provision of services

	________ (Please initial) I understand and acknowledge the following collection of information:

(Initial appropriate information)


________ Identifying information (name, birth date, gender, race, social security number, residential information, phone number, family information)


________ Medical records (except HIV/AIDS and alcohol and drug treatment), psychological records and evaluations, vocational assessment, care coordinators recommendations and direct observations, employment status, etc.


________ Financial information (income verification, public assistance payments and allowances, food stamp allotments)


________ HIV/AIDS diagnosis


________ Substance abuse diagnoses, treatment plan, progress in treatment, discharge

________ For the specific purpose of  FORMCHECKBOX 
 further care  FORMCHECKBOX 
 evaluation  FORMCHECKBOX 
 other (please specify:

________________________________________________________________________________________________



	________ (Please initial) I understand that I have the right to inspect, copy, and request all records maintained by the Agency relating to the provision of services to me and to receive a paper copy of this form.

	________ (Please initial) I understand that this release can be revoked by me at any time and that the revocation must be signed and dated by me.  I further understand that this consent is subject to revocation at any time, except to the extent that the Agency has already taken action in reliance on it.  If not previously revoked, this consent terminates automatically one year after exit from the program.  

	I understand that my records are protected by federal, state, and local regulations governing confidentiality of client records and cannot be disclosed without my written consent unless otherwise provided for in the regulations.

Additionally, I understand that participation in data collection is optional, and I am able to access shelter and housing services if I choose not to participate in data collection.

	Signature:
	Date:
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	(11)
	Compensation from state or local employment training programs and training of a family member as resident management staff. Amounts excluded by this provision must be received under employment 

	
	training programs with clearly defined goals and objectives, and are excluded only for a limited period as determined in advance;

	(12)
	Temporary, non-recurring or sporadic income (including gifts);

	(13)
	For all initial determinations and reexaminations of income carried out on or after April 23, 1993, reparation payments paid by a foreign government pursuant to claims filed under the laws of that  

	
	government by persons who were persecuted during the Nazi era;

	(14)
	Earnings in excess of $480 for each full time student 18 years old or older (excluding the head of household and spouse);

	(15)
	Adoption assistance payments in excess of $480 per adopted child;

	(16)
	Deferred periodic payments of SSI income and social security benefits;

	(17)
	Amounts received by the family in the form of refunds or rebates under state or local law for property taxes paid on the dwelling unit;

	(18)
	Amounts paid by a State agency to a family with a developmentally disabled family member living at home to offset the cost of services and equipment needed to keep the developmentally disabled family member at home;

	(19)
	Amounts specifically excluded by any other federal statute from consideration as income for purposes of determining eligibility or benefits under a category of assistance programs that included assistance under the U.S. Housing Act of 1937:

	
	(a) The value of the allotment provided to an eligible household under the Food Stamp Act of 1977          (7 U.S.C. 2017(b));

	
	(b) Payments to volunteers under the Domestic Volunteer Service Act of 1973 (42 U.S.C.5044, 5058);

	
	(c) Payments received under the Alaska Native Claims Settlement Act (43 U.S.C. 1626);

	
	(d) Income derived from certain submarginal land of the United States that is held in t rust for certain Indian tribes (25 U.S.C. 459e);

	
	(e) Payments or allowances made under the Department of Health and Human Services' Low-Income Home Energy Assistance Program (42 U.S.C. 8624(f));

	
	(f) Payments received under programs funded in whole or in part under the Job Training Partnership Act (29 U.S.C. 1552(b));

	
	(g) Income derived from the disposition of funds of the Grand River Band of Ottawa Indians (Public Law 94-540, 90 Statute 2503-2504);

	
	(h) The first $2,000 of per capita shares received from judgment funds awarded by the Indian Claims Commission or the Court of Claims (25 U.S.C. 1407-1408) or from funds held in trust for an Indian tribe by the Secretary of Interior (25 U.S.C. 117);

	
	(i) Scholarships funded under Title IV of the Higher Education Act of 1965 including awards under the Federal work-study program or under the Bureau of Indian Affairs student assistance programs that are 

	
	made available to cover the costs of tuition, fees, books, equipment, materials, supplies, transportation, and miscellaneous personal expenses of a student at an educational institution (20 U.S.C.1087uu);

	
	(j) Payments received from programs funded under Title V of the Older Americans Act of 1965 (U.S.C. 3056(f));

	
	(k) Payments received after January 1, 1989, from the Agent Orange Settlement Fund or any other fund established pursuant to the settlement in the In Re Agent Orange product liability litigation, M.D.L. No. 381 (E.D.N.Y.); and

	
	(l) Payments received under Maine Indian Claims Settlement Act of 1980 (Pub.L. 96-420, 94 Statute 1785);

	
	(m) Earned income tax credit refund payments received from the Internal Revenue Service on or after January 1, 1991. Payments may be received in a resident's regular pay or as a single sum payment;

	
	(n) Payments received as AmeriCorps Living Allowances (29 U.S.C. Sec.1552);

	
	(o) Payments received under WIC-Supplemental Food Program for Women, Infants, and Children;

	
	(p) Payments received under the National School Lunch Program (42 U.S.C. 175-176);

	
	(q) Payments received under the Child Nutrition Act (42 U.S.C. 1771-1778);

	
	(r) Payments received under the Child Care Block Grant Act of 1990.


Housing Services Plan
	Name:



	Residential Stability

	Goal
	Strategies/Steps
	Target

Date
	Date Achieved
	Notes

	1. Rebuild housing history
	 FORMCHECKBOX 
 Develop payment plans with landlords to whom I am in arrears.
	
	
	

	
	 FORMCHECKBOX 
 Develop payment plans with utility companies to whom I am in arrears.
	
	
	

	
	 FORMCHECKBOX 
 Attend tenant education workshop by: __________
	
	
	

	
	 FORMCHECKBOX 


	
	
	

	2. Housing Search
	 FORMCHECKBOX 
 Complete sample application by: 
	
	
	

	
	 FORMCHECKBOX 
 Complete mock interview by: __________
	
	
	

	
	 FORMCHECKBOX 
 Contact ___ calls to landlords regarding possible units by: __________
	
	
	

	
	 FORMCHECKBOX 
 Submit applications for ___ subsidized housing programs by: __________
	
	
	

	
	 FORMCHECKBOX 
 Submit applications for ___ apartments by: ______
	
	
	

	
	 FORMCHECKBOX 
 Save at least one month’s rent by: _________
	
	
	

	
	 FORMCHECKBOX 


	
	
	

	3. Permanent

Housing
	 FORMCHECKBOX 
 Pay rent by ____ each month
	
	
	

	
	 FORMCHECKBOX 
 Pay utilities by ____ each month
	
	
	

	
	 FORMCHECKBOX 
 Not allow persons other than those on lease to live in unit
	
	
	

	
	 FORMCHECKBOX 
 Review lease on a _________ basis so that I know what things can get me evicted
	
	
	

	
	 FORMCHECKBOX 
 Remain in permanent housing for at least ____ months
	
	
	

	
	 FORMCHECKBOX 


	
	
	


	Increase Skills or Income

	1. Obtain Employment
	 FORMCHECKBOX 
 Obtain necessary documentation (e.g., ID, Social Security Card, work permit) by: __________
	
	
	

	
	 FORMCHECKBOX 
 Referral to Workforce Investment Act program by:

__________
	
	
	

	
	 FORMCHECKBOX 
 Referral to Bureau of Vocational Rehabilitation by: __________
	
	
	

	
	 FORMCHECKBOX 
 Referral to job training and placement provider by: __________
	
	
	

	
	 FORMCHECKBOX 
 Locate childcare by: __________
	
	
	

	
	 FORMCHECKBOX 
 Arrange for transportation by: ________
	
	
	

	
	 FORMCHECKBOX 


	
	
	

	2. Maintain Employment for Minimum of 6 months
	 FORMCHECKBOX 
 Receive job coaching by: __________
	
	
	

	
	 FORMCHECKBOX 
 Identify childcare and transportation back up plans by: _________
	
	
	

	
	 FORMCHECKBOX 
 Meet with case manager or vocational specialist when concerns arise
	
	
	

	
	 FORMCHECKBOX 
 Will be employed at exit


	
	
	

	
	 FORMCHECKBOX 


	
	
	

	3. Obtain Entitlement Benefits
	 FORMCHECKBOX 
 Complete Ohio Benefit Bank eligibility by: _______
	
	
	

	
	 FORMCHECKBOX 
 Apply for Disability Assistance by: __________
	
	
	

	
	 FORMCHECKBOX 
 Apply for SSI/SSDI by:

__________
	
	
	

	
	 FORMCHECKBOX 
 Apply for Medicaid/SCHIP by: __________
	
	
	

	
	 FORMCHECKBOX 
 Apply for Food Stamps by: _________
	
	
	

	
	 FORMCHECKBOX 
 Work of JFS sanctions by: ________
	
	
	

	
	 FORMCHECKBOX 


	
	
	

	4. Financial Stability
	 FORMCHECKBOX 
 Develop household budget and methods for following it by: __________
	
	
	

	
	 FORMCHECKBOX 
 Review budget monthly
	
	
	

	
	 FORMCHECKBOX 
 Attend budgeting classes by: ___________
	
	
	

	
	 FORMCHECKBOX 
 Attend financial literacy classes by: ___________
	
	
	

	
	 FORMCHECKBOX 
 Request and review credit report by: _________
	
	
	

	
	 FORMCHECKBOX 
 Work with creditors and develop payment plans for delinquent bills by: _______
	
	
	

	
	 FORMCHECKBOX 
 Open a  FORMCHECKBOX 
 checking   

 FORMCHECKBOX 
 savings account by: _____
	
	
	

	
	 FORMCHECKBOX 
 Utilize Ohio Benefit Bank to determine eligibility for Earned Income Tax Credit by: _________
	
	
	

	
	 FORMCHECKBOX 
 Utilize Ohio Benefit Bank to file taxes by April 15th.
	
	
	

	
	 FORMCHECKBOX 


	
	
	

	Greater Self-Determination

	1. Family Reunification
	 FORMCHECKBOX 
 Attend family counseling
	
	
	

	
	 FORMCHECKBOX 
 Attend parenting classes
	
	
	

	
	 FORMCHECKBOX 


	
	
	

	2. Mental Health
	 FORMCHECKBOX 
 Complete mental health services intake by: _______
	
	
	

	
	 FORMCHECKBOX 
 Attend all therapy appointments as scheduled
	
	
	

	
	 FORMCHECKBOX 
 Attend all case management appointments as scheduled
	
	
	

	
	 FORMCHECKBOX 
 Attend on medical & somatic appointments as scheduled
	
	
	

	
	 FORMCHECKBOX 


	
	
	

	3. Domestic Violence
	 FORMCHECKBOX 
 Not allow persons other than those on lease to live in unit
	
	
	

	
	 FORMCHECKBOX 
 Will follow safety plan ongoing
	
	
	

	
	 FORMCHECKBOX 


	
	
	

	4. Chemical Dependency
	 FORMCHECKBOX 
 Complete chemical dependency services intake by: __________
	
	
	

	
	 FORMCHECKBOX 
 Attend all out-patent treatment appointments as scheduled
	
	
	

	
	 FORMCHECKBOX 
 Attend 12-Step program meetings throughout time in program
	
	
	

	
	 FORMCHECKBOX 


	
	
	

	Other

	
	 FORMCHECKBOX 


	
	
	

	
	 FORMCHECKBOX 


	
	
	

	
	 FORMCHECKBOX 


	
	
	

	
	 FORMCHECKBOX 


	
	
	

	
	 FORMCHECKBOX 


	
	
	

	
	 FORMCHECKBOX 


	
	
	

	Housing dream goal: ______________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________



	Consumer and Family Strengths: ____________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________



	Consumer and Family Obstacles that impact your ability to maintain stable housing: 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________



	Consumer Signature:
	Date:



	Staff Signature:


	Date:


Shelter Plus Care Notice of Acceptance

	Date:
	     
	

	
	

	Dear: 
	     , 

	

	Congratulations on your acceptance into the Shelter Plus Care Program.  You are eligible for this

	Rental assistance through       (Agency).  

	

	The Shelter Plus Care Program will provide rental assistance for a 
	      bedroom
	

	unit with a maximum rent of 
	$      including utilities.  Based on your adjusted income, your

	Portion of the rent shall be $     .  After you have selected a unit, please notify:

	     
	     

	Staff Member/Case Manager
	Phone Number

	

	He/she will be available to assist you in completing the leasing process, and to schedule the 

required Housing Quality Standards (HQS) inspection.
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	If you would like assistance in locating a unit, please speak with the staff member/case manager listed above.  By signing this form below, you are indicating that you have read this notice of acceptance or have had it read to you, understand its contents, and have received a copy.

	Participants Signature:
	Date:



	Staff Signature:
	Date:




Shelter Plus Care – Notice of Change Form

	Participant Name:
	SS#:

	Type of Change:  FORMCHECKBOX 
 Interim  FORMCHECKBOX 
 Correction  FORMCHECKBOX 
 Annual
	Effective Date of Change:

	Address: 

	City/Zip:

	Initial Move-In Date:

	 FORMCHECKBOX 
 Address Change:


From:
______________________________________________________________________


To:
______________________________________________________________________



	 FORMCHECKBOX 
 Lease Term:


From:
______________________________________________________________________


To: 
______________________________________________________________________



	 FORMCHECKBOX 
 Name Change:


From:
______________________________________________________________________


To: 
______________________________________________________________________




	 FORMCHECKBOX 
 Household Composition Change:


 FORMCHECKBOX 
 Add: 
________________________________________________________________


 FORMCHECKBOX 
 Add:
________________________________________________________________


 FORMCHECKBOX 
 Delete:
________________________________________________________________


 FORMCHECKBOX 
 Delete:
________________________________________________________________

** Please complete Shelter Plus Care Application Supplement – Additional Adult/Child in Household for each added household member.  

	

	New Tenant Rent: $     

	

	Other:      

	

	Participant Signature:
	Date:



	Staff Signature:
	Date:




Shelter Plus Care – Life Skills Assessment Checklist

	Participant Name:

	

	Skill Area
	Independent
	Needs Supervision
	Needs Prompting
	Needs Training
	No Skill

	Personal Self-Care

	Medication Management
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Grooming/Hygiene
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Management of Physical/Mental Health Symptoms
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Money Management
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Stress Management
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Interpersonal

	Conflict Resolution
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Utilizes Social Network
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Community Resources

	Accesses Transportation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Attends Medical Appointments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Obtains Own Medication
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Accesses Financial Aid
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Basic Safety Skills

	Able to Seek Medical Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Appropriate Response to Emergency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Household Care

	Cooking Skills
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Menu Planning
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Shopping
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Laundry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Household Cleaning
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Care of Property
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Daily Structure

	Peer Relationships
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Accepts Direction/Supervision
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Staff Signature:
	Date:




Shelter Plus Care - Self-Sufficiency Matrix

	Name:

	· Complete this form for all participants at: 1) entry, 2) annual assessments, and 3) at exit.

· Select one and only one level in each of the areas below by entering the level category in the corresponding assessment time period

· Level categories: 1) in crisis, 2) vulnerable, 3) safe, 4) building capacity, 5) empowered 

	
	Entry
	Annual
	Annual
	Exit

	Date:
	
	
	
	

	Residential Stability
	

	1. Housing Status   


1. Homeless or threatened with eviction


2. In transitional, temporary or substandard housing; and/or current rent/mortgage payment is unaffordable


3. In stable housing that is safe but only marginally adequate; threatened with eviction


4. Household is safe, adequate, unsubsidized housing and household requiring subsidy


5. Household is safe, adequate, subsidized housing
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	2. Eviction & Rental History


1. 4 or more evictions; poor reference from current or prior landlords


2. 3 evictions; poor reference from current or prior landlords


3. 2 evictions; poor reference from current or prior landlords 


4. 1 eviction; lack of rental history


5. No evictions
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	3. Homelessness History


1. Chronically homeless; homeless for one continuous year or three times in the past two years


2. 1 or more times homeless for more than 6 months 


3. 1 or more times homeless for less than 6 months


4. Precariously housed


5. Never actually homeless
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	Increased Income and/or Skill Level
	

	1. Income


1. No income


2. Inadequate income and/or spontaneous or inappropriate spending


3. Can meet basic needs with subsidy; appropriate spending


4. Can meet basic needs and manage debt without assistance


5. Income is sufficient, well managed; has discretionary income and is able to save
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	2. Employment

1. No job, unwilling and/or unable to become employed due to significant barriers


2. No job, willing and able to become employed within 30 days


3. Temporary, part-time, or seasonal; inadequate pay; no benefits


4. Employed full time with inadequate income and few or no benefits


5. Maintains permanent employment with adequate income and benefits
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	3. Welfare/TANF Status

1. Timed off, child only case


2. Sanctioned, not working plan to regain benefits


3. Sanctioned, working plan to regain benefits


4. No sanctions, full benefits


5. No benefits, not in need of them
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	4. Food 


1. No food or means to prepare it; relies to a significant degree on other sources of free or low-cost


2. Receiving food stamps


3. Can meet basic food needs but requires occasional assistance


4. Can meet basic food needs without assistance


5. Can choose to purchase any food desired
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	5. Job Training/Vocational Rehab

1. Unable to work; in the process of applying for disability or receiving disability


2. No job training; no plan or career goals


3. Attending employment counseling to determine career interests


4. Working with job counselor to build resume, job application, and interview skills


5. Receiving additional job or career training
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	6. Financial Literacy

1. No income, no financial literacy training


2. Attends financial literacy training programs


3. Completes financial literacy training program and obtains certificate of completion


4. Obtains source of income and completes budget training; utilizes free tax preparation services


5. Able to maintain budget to meet financial responsibilities and save money
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	7. Credit History

1. Poor credit history – owes over $1,500 in unpaid rent or utility bills; will not be able to get utilities turned on for move in process


2. Poor credit history – owes over $1,000 in unpaid rent or utility bills; even with assistance still may not be able to get utilities turned on for move in 


3. Poor credit history – owes over $500 in unpaid rent or utility bills; may need assistance for utility turn on or move in process


4. Lacks credit history; minor housing related credit issues; won’t effect utility turn on or move in process


5. No problem with credit history (or non-housing related)
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	8. Adult Education

1. Literacy problems and/or no high school diploma/GED are serious barriers to employment; not willing able to increase educate to contribute to increased employment/income


2. No high school diploma/GED


3. Has high school diploma/GED


4. Needs additional education/training to improve employment situation; willing and able to obtain additional education/training; and/or to resolve literacy problems to where they are able to function effectively in society


5. No literacy problems; has completed education/training needed to become employable to maintain permanent housing
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	9. Life Skills

1. Unable to meet basic needs such as hygiene, food, activities of daily living


2. Can meet a few but not all needs of daily living without assistance


3. Can meet most but not all daily living needs without assistance


4. Able to meet all basic needs of daily living without assistance


5. Able to provide beyond basic needs of daily living for self
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	Greater Self-Determination
	

	1. Mental Health (diagnosed disorder or otherwise)


1. Danger to self or others; recurring suicidal ideation; experiencing severe difficulty in day-to-day life due to psychological problems


2. Recurrent mental health symptoms that may affect behavior but not a danger to self/others; persistent problems with functioning due to mental health symptoms


3. Mild symptoms may be present but are transient; only moderate difficulty in functioning due to mental health problems


4. Minimal symptoms that are expectable responses to life stressors; only slight impairment in functioning


5. Symptoms are absent or rate; good or superior functioning in wide range of activities; no more than every day problems/concerns
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	2. Substance Abuse (diagnosed disorder or otherwise)

1. Meets criteria for severe abuse; resulting problems so severe that institutional living or hospitalization may be necessary



2. Meets criteria for dependence; preoccupation with use and/or obtaining drugs/alcohol; withdrawal or withdrawal avoidance behaviors evident; use results in avoidance or neglect of essential life activities


3. Use within last 6 months; evidence of persistent or recurrent social, occupational, emotional or physical problems related to use (such as disruptive behavior or housing problems); problems that have persisted for at least one month


4. Client has used during last 6 months, but no evidence of persistent or recurrent social, occupational, emotional, or physical problems related to use; no evidence of recurrent dangerous use


5. No drug use/alcohol abuse in last 6 months
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	3. Health Care

1. No medical coverage with immediate need


2. No medical coverage and great difficulty accessing medical care when needed


3. Can get medical care when needed but may strain budget


4. Applied for medical coverage, waiting on approval


5. Covered by affordable, adequate health insurance
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	4. Healthy Behaviors

1. Exhibits poor healthy behaviors; poor hygiene; poor eating habits; poor dental care; chain smoker, self-diagnosing – no regular or preventative doctor care


2. Bathing regularly, eating better but not assisting with food preparation, scheduling doctor appointments


3. Attends cooking classes; assists with shopping for ingredients to prepare meals; much improved personal hygiene, reducing tobacco use, becoming more physically active, receiving preventative screenings


4. Helps to prepare meals, seeking assistance to quit or reduce use of tobacco, pursuing exercise opportunities


5. Actively pursuing healthy lifestyle by exhibiting good personal hygiene, eating well-balanced healthy meals including fruits and vegetables, regular exercise and tobacco free, regular doctor visits for preventive and on-going care
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	5. Single Head of Household


1. Single parent with child(ren) under 6 years old


2. Single parent with child(ren) under 12 years old


3. Single parent with child(ren) under 18 years old


4. Single parent with adult child(ren) in household


5. Not applicable
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	6. Childcare


1. Needs childcare, but none is available/accessible and/or child is not eligible, will effect housing stability


2. Childcare is unreliable or unaffordable; inadequate supervision is a problem for childcare that is available, will affect housing stability


3. Affordable subsidized childcare is available but limited, may affect housing stability


4. Reliable, affordable childcare is available, no need for subsidy, housing stability not affected


5. Able to select quality childcare of choice, housing stability no affected, no children in the household
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	7. Age of Head-of-Household


1. 18-20 years old; transition-age youth


2. 21-23 years old


3. 24-26 years old


4. 27-29 years old


5. 30 years or older
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	8. Family Relations

1. Lack of necessary support from family or friends; abuse (DV, child) is present or there is child neglect


2. Family/friends may be supportive but lack ability or resources to help; family members do not relate well with one another; potential for abuse or neglect


3. Some support from family/friends; family members acknowledge and seek to change negative behaviors; and learning to communicate and support 


4. Strong support from family or friends; household members support each other’s efforts


5. Has healthy/expanding support network; household is stable and communication is consistently open
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	9. Transportation/Mobility


1. No access to transportation, public or private; may have car that is inoperable


2. Transportation is available but unreliable, unpredictable, unaffordable; may have car but no insurance, license, etc.


3. Transportation is available and reliable but limited and/or inconvenient; drivers are licensed and minimally insured


4. Transportation is generally accessible to meet basic travel needs


5. Transportation is readily available and affordable; drivers is licensed, car is adequately insured
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	10. Legal and Criminal History

1. Current outstanding tickets or warrants, will affect housing stability


2. Current changes/trial pending; noncompliance with probation/parole, will affect  housing stability


3. Full compliant with probation/parole terms, may effect housing stability


4. Has successfully completed probation/parole within past 12 months; no new charges filed, no affect on housing stability


5. No felony criminal history and/or no active criminal justice involvement in more than 12 months
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	11. Domestic Violence History

1. Currently being victimized


2. Recently being victimized (within past 3 months); history of abuse with multiple partners


3. Household is free from batterer and is engaged in DV counseling


4. Household is free from batterer and has completed DV counseling


5. No history of domestic violence
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	12. Child Welfare Status

1. Open Children & Family Services case; children removed from household; not working plan


2. Open Children & Family Services case; children removed from household; compliant with reunification plan


3. History of Children & Family Services system involvement; recently unified


4. Distant history of Children & Family Services system involvement; unified 


5. Family intact with no history of Children & Family system involvement
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	13. Parenting Skills


1. There are safety concerns regarding parenting skills


2. Parenting skills are minimal


3. Parenting skills are apparent but not adequate


4. Parenting skills are adequate


5. Parenting skills are well-developed
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	14. Foster Care Emancipation History

1. Emancipated from foster care within last 2 years


2. Emancipated from foster care within last 2-4 years


3. Emancipated from foster care within last 5-6 years


4. Emancipated from foster care over 6 years ago


5. No history of foster care involvement
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	15. Citizenship and Legal Status


1. Undocumented, no resources


2. Pending case with immigration


3. Undocumented parents, but one or more children are legal


4. Has Green Card or VISA


5. U.S. Citizen
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	16. Community Involvement

1. No community involvement in “survival” mode


2. Socially isolated and/or no social skills and/or lacks motivation to become involved


3. Lacks knowledge of ways to become involved


4. Some community involvement (advisory group, support group) but has barriers such as transportation


5. Integrated into community; has support system; knows how to negotiate community
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5
	1 2 3 4 5

	Total:
	
	
	
	

	Completed by:
	
	
	
	


Barrier Assessment Matrix Results/Level

Below are the Barrier Assessment Matrix Results/Levels.  Upon completion of the matrix, please mark the Barrier Level which best represents the household’s situation.

 FORMCHECKBOX 
 Level 1: Not eligible for rental subsidy project, should be able to exit homelessness on their own
Scale: Scored above 130

 FORMCHECKBOX 
 Level 2a:  Eligible for utility or security deposit


Scale: Scored between 116 – 129

 FORMCHECKBOX 
 Level 2b:  Short-term rental assistance


Scale: Scored between 86 – 115

 FORMCHECKBOX 
 Level 2c: Long-term rental assistance


Scale: Scored between 57 - 85

 FORMCHECKBOX 
 Level 3: Shelter Plus Care Candidate  ** Applicant should be at this level upon entry


Scale: Scored below 56
** Participant should meet Level 3 criteria at ENTRY; participant can show improvement to level 2 and remain in the program.

Shelter Plus Care – Medical Expense Allowance

Medical expense allowances are allowed only for families where the head of household or spouse is disabled.  A medical expense allowance is given for all expenses in excess of 3% of annual income.  If a family is eligible for this allowance:

1. Count medical expenses of all household members
2. Include expenses that are not covered by Medicare, Medicaid, insurance or other sources and that are anticipated to be incurred during the 12 months following the family’s recertification, such as:
· Services of doctors and health care professionals
· Services of health care facilities
· Medical insurance premiums
· Prescriptions/non-prescription medicines
· Transportation to and from treatment
· Dental expenses
· Eyeglasses, hearing aids, batteries
· Payment for live-in attendant or periodic medical assistance
· Monthly payments or accumulated medical bills
· Medical care of a permanently confined family member if his/her income is included in annual income for rent purposes
· Expense for attendant care animals
Medical expenses, which are not allowed, include:
· Antiseptic diaper service

· Bottle/distilled water (unless verified medically necessary)

· Domestic help, care of a normal health baby by a nurse

· Funeral and burial expense

· Cemetery lots

· Life insurance policies

· Health club dues

· Maternity clothes

· Illegal operation or illegal treatment

· Social activities, such as dancing lessons or swimming lessons for the general improvement of health (even if recommended by a physician)

· Toothpaste, toiletries, cosmetics, etc.

· Trip for general improvement of health

· Vitamins for general health (unless verified medically necessary)

· Living expenses for live-in attendant

· Weight loss programs (even if recommended by a physician)

· Smoking cessation programs

Verification

The following are preferred forms of verification.  If not possible to obtain these forms, other verification may be used.

1. Cost of treatment by physicians, dentists, and health care professionals must be verified by a health care professional.

2. Prescription/non-prescription costs:

· Physician must verify which medications are prescribed and the number of annual refills

· Cost of medications must be verified by receipts pharmacy printout, or by phone call to pharmacy (person conducting recertification must document in writing, the name and title of the person verifying information, the date, and the information provided).

3. Payment for non-routine expenses must be verified by health care provider, showing amount owed as of current date, agreed upon payment amounts and frequency.

4. Insurance premiums

· Copy of payment coupon or canceled check showing premium amount

· For Medicare premiums, Social Security award letter showing the Medicare deductions

· In all cases, a copy of the policy or other document showing coverage, deductibles, and percentage of expenses covered

5. Costs for attendant care must be verified by written certification from agency providing services as to the amount of payment received, hours of care provided, frequency of payments made.  Attendant care must be medically necessary and verified by a health care professional.

6. Costs for attendant care animals:

· Statement of medical necessity by a health care provider

· Receipt for expenses such as food, grooming, etc.

· Written statement from veterinarian to verify expenses for anticipated medical care, such as shots, yearly physical, dental, etc.

· NOTE:  Limit of one attendant care animal per handicapped person, unless additional animals are verified to be medically necessary in statement by a health care provider

Calculation
1. First calculate 3% of annual income (if 3% of annual income is less than the medical expense, an allowance can be given.  If not, the family does not qualify for an allowance).

2. Next, subtract the 3% from the annual medium expense total.  This is the actual allowance to be given.

3. Then subtract total expense deduction(s) from the annual income to determine adjusted income.

** Medical expenses – 3% of annual income = medical expense allowance

** Annual income – medical expense allowance & other eligible allowances = adjusted annual income

Shelter Plus Care Medical Deduction Worksheet

To determine if a participant is able to qualify for medical deductions, please refer to the “Medical Expense Allowance” guide.

	Candidate Name:     _____________________________________________________ 

	

	$      Monthly Income x 12 (months) x .03 = $    ________   ** this is 3% of annual income

	

	Add all eligible medical expenses to determine grand total of medical expenses: $    _____ 

	Anticipated Expenses:

Type of Anticipated Expense

Total Amount Owed

Patient Amount

Number of Payments

Allowable Expenses

Subtotal:

$

Routine Expenses Covered by Insurance:

Type of Anticipated Expense

Total Anticipated Expenses

* Deductible

Subtotal

X

Percent

=

Allowable Expenses

X

=

X

=

X

=

Deductible Subtotal

$

Insurance Premiums:

Insurance Company

Premium

X

Frequency Paid

=

Allowable Expenses

X

=

X

=

Subtotal

$



	

	$      (grand total medical) - $      (3% of annual income) = $      (allowable medical deduction)

	** Attach copies of all verification to this form.

	Participant Signature:


	Date:

	Staff Signature:
	Date:



Shelter Plus Tenant Responsibility Agreement

	Candidate/Participant Name:

	I, the above named person, understand that if accepted in the Shelter Plus Care program, I will be encouraged to participate in supportive services.  I understand that services are voluntary.  I understand that I will be required to complete an individualized housing plan (treatment plan, service agreement, case plan, etc.) with my assigned Shelter Plus Care sponsoring agency.  I understand that periodically, it may be necessary to revise my plan to reflect current supportive service needs and to enhance my quality of life.

	1. 
Rent Payments – rent is due the first of each month, unless otherwise specified by landlord.  The tenant portion of the rent is to be paid to the landlord.  If the tenant does not pay rent, the landlord/ property manager will have the right to begin eviction by giving the tenant a Notice To Vacate due to Non-payment of Rent. The S+C program will not pay the tenant’s portion of the rent.

	2.
Disturbing the Peace – the tenant agrees not to cause or allow on the premises any excessive nuisance, noise or other activity which disturbs the peace and quiet enjoyment of neighbors or other tenants in the building or violates any state law or local ordinance.

	3.
Certification – tenant will report all current income for every member of the household, provide verification of all income, report the names of all individuals living in the unit, and notify       of any changes to household income and/or household composition within 10 days of such change.  Tenant will comply with annual and/or interim re-certification procedures including but not limited to: verification of household composition and income and completing releases of information.  If the tenant submits false information on any application, certification or re-certification and/or does not report changes in household income or size, the tenant may be subject to legal action, collection activity, and/or immediate termination from the S+C program.  Intentionally submitting false or incomplete information may be punishable by up to 10 years imprisonment.

	4.
Visitor/Household Member – S+C considers any individual(s) who stays in the unit for       days of more per month to be a member of the household.  Any failure to report such individuals to       (grantee) may result in legal action, collection activity, and/or immediate termination from the S+C program.

	5. 
Security Deposits – S+C may pay the full security deposit on a unit.  The tenant will be responsible to pay for any damages that occur during their tenancy.  If the Landlord does not return the Security Deposit paid by S+C after tenant moves out, due to some fault of the Tenant (i.e., damages, breaking the lease, unpaid rent), then S+C will not pay another Security Deposit for the Tenant for another unit unless repayment is made on the initial Security Deposit.  

	6.
Unit Concerns – If there is a problem or concern after the Tenant has moved into the unit, it is the Tenant’s responsibility to contact the Landlord.  If the Tenant is not successful in having the matter resolved to their satisfaction, then the Tenant should contact       (grantee) for assistance.

	7. 
Moving – In accordance with the Lease or Rental Agreement, a tenant may move from the current unit to another unit only if a thirty-day (30 day) written notice has been submitted by the first day of the month previous to the move to both the Landlord and       (grantee).  

	8. 
Continuing Assistance – If Tenant leaves an apartment and wants to continue to receive assistance from S+C, the Tenant must keep the       (grantee) informed of such plans.  If the tenant leaves an apartment and does not move into another apartment with S+C assistance within 30 days, and does not maintain contact with their       (grantee) contact, the Tenant will be terminated from the S+C assistance.  Prior to moving into a new unit, the Tenant must have the new unit pass an inspection and complete all necessary paperwork. Failure to complete inspection and/or paperwork, will result in the Tenant being terminated from the S+C assistance.

	9. 
Eviction – If a tenant is evicted from a S+C subsidized unit, the tenant may be terminated from the S+C program.

	10.
Tenant Lease or Rental Agreement – Tenant agrees to follow the terms and conditions of the Lease or Rental Agreement between the Landlord and Tenant.  Tenant also agrees to abide by all building rules and guidelines set by manager/owner of the building.

	11. 
Problem Solving Options – If a problem related to your Shelter Plus Care program subsidy exists you can seek to solve it in several different ways.  You have the right to use the formal appeals/grievance process if you are dissatisfied.  

	

	I/We,____________________________________________________________________ have read or have had the above information read to me and understand this Agreement.  I understand that any violation of this Agreement may be cause for legal action, collection activity, and/or immediate termination from the S+C program.

	Candidate Signature: _____________________________________________
	Date: _________________________

	Staff Signature: __________________________________________________
	Date: _________________________


Shelter Plus Care – Adult Exiting Household Form

	Name of Primary Participant:

	Name of Additional Adult in Household:

	Relationship to Participant:

	Supportive Services Providing During Program Participation (check all that apply):

 FORMCHECKBOX 
 Outreach

 FORMCHECKBOX 
 Case Management

 FORMCHECKBOX 
 Life Skills (outside of CM)

 FORMCHECKBOX 
 Alcohol & Drug Abuse Services

 FORMCHECKBOX 
 Mental Health Services

 FORMCHECKBOX 
 AIDS-related Services

 FORMCHECKBOX 
 Other Health Care Services

 FORMCHECKBOX 
 Education

 FORMCHECKBOX 
 Housing Placement

 FORMCHECKBOX 
 Employment Assistance

 FORMCHECKBOX 
 Child Care

 FORMCHECKBOX 
 Transportation

 FORMCHECKBOX 
 Legal

 FORMCHECKBOX 
 Other (please specify):

______________________________

 FORMCHECKBOX 
 Other (please specify):

______________________________



	Date of Exit from Program (MM/DD/YYYY):

	Primary Reason for Leaving (check only 1):

 FORMCHECKBOX 
 Left for a housing option before completing program

 FORMCHECKBOX 
 Completed program

 FORMCHECKBOX 
 Non-payment of rent/occupancy charge

 FORMCHECKBOX 
 Non-compliance with project

 FORMCHECKBOX 
 Criminal activity/destruction of property/violence

 FORMCHECKBOX 
 Reached maximum time allowed in project

 FORMCHECKBOX 
 Needs could not be met by project

 FORMCHECKBOX 
 Disagreement with rules/persons

 FORMCHECKBOX 
 Death

 FORMCHECKBOX 
 Other (please specify)__________________________________________

 FORMCHECKBOX 
 Unknown/disappeared



	Destination Upon Exit (check only 1):

Permanent Housing

 FORMCHECKBOX 
 Rental House or Apartment (no subsidy)

 FORMCHECKBOX 
 HOME Subsidized House or Apartment

 FORMCHECKBOX 
 Other Subsidized House or Apartment

 FORMCHECKBOX 
 Shelter Plus Care

 FORMCHECKBOX 
 Public Housing

 FORMCHECKBOX 
 Section 8

 FORMCHECKBOX 
 Homeownership

 FORMCHECKBOX 
 Moved In with Family or Friends

Transitional Housing

 FORMCHECKBOX 
 Transitional Housing for Homeless Persons

 FORMCHECKBOX 
 Moved In with Family or Friends

Institution

 FORMCHECKBOX 
 Psychiatric Hospital

 FORMCHECKBOX 
 Inpatient Alcohol or Other Drug Treatment Facility

 FORMCHECKBOX 
 Jail/Prison

Emergency Shelter

 FORMCHECKBOX 
 Emergency Shelter

Other

 FORMCHECKBOX 
 Other Supportive Housing

 FORMCHECKBOX 
 Places Not Meant for Human Habitation 

 FORMCHECKBOX 
 Other (please specify):

Unknown

 FORMCHECKBOX 
 Unknown



	Income Sources and Amount at Exit:

Source

Amount

Source

Amount

Supplemental Security Income (SSI)

$
Social Security Disability Income (SSDI)

$
Social Security

$
General Public Assistance

$
Temporary Aid to Needy Families (TANF)

$
State Children’s Health Insurance Program (SCHIP)

$
Veterans Benefit

$
Employment Income (Include Day Labor)

$
Unemployment Benefits

$
Veterans Health Care

Medicaid

 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N
Supplemental Nutrition Assistance Program (SNAP) – formerly Food Stamps

$
Other: Child Support

$
Other: Medicare

 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N
Other: Family/Friend Support

$
Other: Scrap/Recycling

$
Other: WIC

$
Other (please specify):

$
Other (please specify):

$

No Financial Resources

 FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N


	Completed by:
	Date:




Shelter Plus Care – Child(ren) Exiting Household Form

	Name of Primary Participant:

	Name of Additional Adult in Household:

	Relationship to Participant:

	Date of Exit from Program (MM/DD/YYYY):

	Primary Reason for Leaving (check only 1):

 FORMCHECKBOX 
 Left for a housing option before completing program

 FORMCHECKBOX 
 Completed program

 FORMCHECKBOX 
 Non-payment of rent/occupancy charge

 FORMCHECKBOX 
 Non-compliance with project

 FORMCHECKBOX 
 Criminal activity/destruction of property/violence

 FORMCHECKBOX 
 Reached maximum time allowed in project

 FORMCHECKBOX 
 Needs could not be met by project

 FORMCHECKBOX 
 Disagreement with rules/persons

 FORMCHECKBOX 
 Death

 FORMCHECKBOX 
 Other (please specify)__________________________________________

 FORMCHECKBOX 
 Unknown/disappeared



	Destination Upon Exit (check only 1):

Permanent Housing

 FORMCHECKBOX 
 Rental House or Apartment (no subsidy)

 FORMCHECKBOX 
 HOME Subsidized House or Apartment

 FORMCHECKBOX 
 Other Subsidized House or Apartment

 FORMCHECKBOX 
 Shelter Plus Care

 FORMCHECKBOX 
 Public Housing

 FORMCHECKBOX 
 Section 8

 FORMCHECKBOX 
 Homeownership

 FORMCHECKBOX 
 Moved In with Family or Friends

Transitional Housing

 FORMCHECKBOX 
 Transitional Housing for Homeless Persons

 FORMCHECKBOX 
 Moved In with Family or Friends

Institution

 FORMCHECKBOX 
 Psychiatric Hospital

 FORMCHECKBOX 
 Inpatient Alcohol or Other Drug Treatment Facility

 FORMCHECKBOX 
 Jail/Prison

Emergency Shelter

 FORMCHECKBOX 
 Emergency Shelter

Other

 FORMCHECKBOX 
 Other Supportive Housing

 FORMCHECKBOX 
 Places Not Meant for Human Habitation 

 FORMCHECKBOX 
 Other (please specify):

Unknown

 FORMCHECKBOX 
 Unknown



	Completed By:
	Date:




You may not move in to the unit before it passes the HQS inspection.  If you move in prior to passing the inspection, you will no longer be eligible for rental assistance.
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Rent Calculation Worksheet

		Resident Rent Calculation Worksheet

		(1)				Annual Income from all sources

		(2)				Income Exclusions

		(3)		$   - 0		Annual Income

		Calculating Adjusted Income

		Dependent Allowance

		(4)				Number of Dependents

		(5)		$   - 0		Multiply Line 4 by $480

		Child Care Allowance

		(6)				Anticipated Unreimbursed Expenses for Care of Children

		Disabled Assistance Allowance

		(7)				Disabled Assistance Expenses

		(8)		$   - 0		Multiply Line 3 by 0.03

		(9)		$   - 0		Subtract Line 8 from Line 7

		(10)				Family Member Earnings which were dependent on the disabled assistance expenses

		(11)		$   - 0		Lesser of Lines 9 or 10

		Medical Expenses/Elderly Family Allowances

		(12)				List Total for Medical Expenses

		(13)		$   - 0		If Line 9>0, enter amount from Line 12, otherwise add Line 7 and 12 and subtract Line 8.

		(14)				Elderly/Disabled Allowance ( Enter $400, if applicable)

		Adjusted Income

		(15)		$   - 0		Total Income Adjustments (Add Lines 5, 6, 11,13, and 14)

		(16)		$   - 0		Adjusted Income (Subtract Line 15 from Line 3)

		Resident Rent Determination

		(17)		$   - 0		30% of Monthly Adjusted Income (Divide Line 16 by 12 and multiply by 0.3)

		(18)		$   - 0		10% of Monthly Income (Divide Line 3 by 12 and multiply by 0.1

		(19)				Portion of welfare payment designated by the agency to meet the family's housing cost, if applicable.

						Enter the Largest of Lines 17, 18 or 19.

		(20)		$   - 0		This is the Maximum amount per month that may be charged for resident rent.

		(21)				Utility Allowance

		(22)		$   - 0		Resident Rent (Subtract Line 21 from Line 20)

		(23)		$   - 0
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Annual Income

		Annual income includes:

		(1)		The full amount, before any payroll deductions, of wages and salaries, overtime pay, commissions, fees, tips and bonuses, and other compensation for personal services;

		(2)		The full amount of periodic payments received from social security, annuities, insurance policies, retirement funds, pensions, disability or death benefits and other similar types of periodic receipts,

				including lump sum payment for delayed start of a periodic payment;

		(3)		Payments in lieu of earnings, such as unemployment and disability compensation, worker's compensation and severance pay;

		(4)		Welfare assistance. Welfare or other payments to families or individuals, based on need, that are made under program funded, separately or jointly, by Federal, State or local governments (e.g, Social Security

				Income (SSI) and general assistance available through state welfare programs);

		(5)		Periodic and determinable allowances, such as alimony and child support payments, and regular contributions or gifts received from persons not residing in the dwelling;

		(6)		Net income from the operation of a business or profession;

		(7)		Interest, dividends, and other net income of any kind from real and personal property;

		(8)		All regular pay, special pay and allowances of a member of the Armed Forces, except special hostile fire pay.
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Excluded Income

				Income That Must Be Excluded

				Annual income does not include:

		(1)		Income from employment of children (including foster children) under the age of 18 years;

		(2)		Payments received for the care of foster children or foster adults (usually individuals with disabilities, unrelated to the tenant family, who are unable to live alone);

		(3)		Lump-sum additions to family assets, such as inheritances, insurance payments (including payments under health and accident insurance and worker's compensation), capital gains, and settlement for personal or property;

		(4)		Amounts received by the family, that are specifically for, or in reimbursement of, the cost of medical expenses for any family member;

		(5)		Income of a live-in aide as defined in Sec. 813.102;

		(6)		The full amount of student assistance paid directly to the student or to the educational institution;

		(7)		Amounts received under training programs funded by HUD;

		(8)		Amounts received by a disabled person that are disregarded for a limited time for purposes of SSI income eligibility and benefits because they are set aside for use under a Plan for Achieving Self-Support (PASS); or

		(9)		Amounts received by a participant in other publicly assisted programs which are specifically for or in reimbursement of out-of-pocked expenses incurred (special equipment, clothing, transportation, child

				care, etc.) and which are made solely to allow participation in a specific program;

		(10)		A resident service stipend. A resident service stipend is a modest amount (not to exceed $200 per month) received by a resident for performing a service for the owner, on a part-time basis, that enhances the

				quality of life in the development. Such services may include, but are not limited to, fire patrol, hall monitoring lawn maintenance, and resident initiatives coordination.  No resident may receive more than

				one such stipend during the same period of time;

		(11)		Compensation from state or local employment training programs and training of a family member as resident management staff. Amounts excluded by this provision must be received under employment

				training programs with clearly defined goals and objectives, and are excluded only for a limited period as determined in advance;

		(12)		Temporary, non-recurring or sporadic income (including gifts);

		(13)		For all initial determinations and reexaminations of income carried out on or after April 23, 1993, reparation payments paid by a foreign government pursuant to claims filed under the laws of that

				government by persons who were persecuted during the Nazi era;

		(14)		Earnings in excess of $480 for each full time student 18 years old or older (excluding the head of household and spouse);

		(15)		Adoption assistance payments in excess of $480 per adopted child;

		(16)		Deferred periodic payments of SSI income and social security benefits;

		(17)		Amounts received by the family in the form of refunds or rebates under state or local law for property taxes paid on the dwelling unit;

		(18)		Amounts paid by a State agency to a family with a developmentally disabled family member living at home to offset the cost of services and equipment needed to keep the developmentally disabled family member at home;

		(19)		Amounts specifically excluded by any other federal statute from consideration as income for purposes of determining eligibility or benefits under a category of assistance programs that included assistance under the U.S. Housing Act of 1937:

				(a) The value of the allotment provided to an eligible household under the Food Stamp Act of 1977          (7 U.S.C. 2017(b));

				(b) Payments to volunteers under the Domestic Volunteer Service Act of 1973 (42 U.S.C.5044, 5058);

				(c) Payments received under the Alaska Native Claims Settlement Act (43 U.S.C. 1626);

				(d) Income derived from certain submarginal land of the United States that is held in t rust for certain Indian tribes (25 U.S.C. 459e);

				(e) Payments or allowances made under the Department of Health and Human Services' Low-Income Home Energy Assistance Program (42 U.S.C. 8624(f));

				(f) Payments received under programs funded in whole or in part under the Job Training Partnership Act (29 U.S.C. 1552(b));

				(g) Income derived from the disposition of funds of the Grand River Band of Ottawa Indians (Public Law 94-540, 90 Statute 2503-2504);

				(h) The first $2,000 of per capita shares received from judgment funds awarded by the Indian Claims Commission or the Court of Claims (25 U.S.C. 1407-1408) or from funds held in trust for an Indian tribe by the Secretary of Interior (25 U.S.C. 117);

				(i) Scholarships funded under Title IV of the Higher Education Act of 1965 including awards under the Federal work-study program or under the Bureau of Indian Affairs student assistance programs that are

				made available to cover the costs of tuition, fees, books, equipment, materials, supplies, transportation, and miscellaneous personal expenses of a student at an educational institution (20 U.S.C.1087uu);

				(j) Payments received from programs funded under Title V of the Older Americans Act of 1965 (U.S.C. 3056(f));

				(k) Payments received after January 1, 1989, from the Agent Orange Settlement Fund or any other fund established pursuant to the settlement in the In Re Agent Orange product liability litigation, M.D.L. No. 381 (E.D.N.Y.); and

				(l) Payments received under Maine Indian Claims Settlement Act of 1980 (Pub.L. 96-420, 94 Statute 1785);

				(m) Earned income tax credit refund payments received from the Internal Revenue Service on or after January 1, 1991. Payments may be received in a resident's regular pay or as a single sum payment;

				(n) Payments received as AmeriCorps Living Allowances (29 U.S.C. Sec.1552);

				(o) Payments received under WIC-Supplemental Food Program for Women, Infants, and Children;

				(p) Payments received under the National School Lunch Program (42 U.S.C. 175-176);

				(q) Payments received under the Child Nutrition Act (42 U.S.C. 1771-1778);

				(r) Payments received under the Child Care Block Grant Act of 1990.
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Rent Calculation Worksheet

		Resident Rent Calculation Worksheet

		(1)				Annual Income from all sources

		(2)				Income Exclusions

		(3)		$   - 0		Annual Income

		Calculating Adjusted Income

		Dependent Allowance

		(4)				Number of Dependents

		(5)		$   - 0		Multiply Line 4 by $480

		Child Care Allowance

		(6)				Anticipated Unreimbursed Expenses for Care of Children

		Disabled Assistance Allowance

		(7)				Disabled Assistance Expenses

		(8)		$   - 0		Multiply Line 3 by 0.03

		(9)		$   - 0		Subtract Line 8 from Line 7

		(10)				Family Member Earnings which were dependent on the disabled assistance expenses

		(11)		$   - 0		Lesser of Lines 9 or 10

		Medical Expenses/Elderly Family Allowances

		(12)				List Total for Medical Expenses

		(13)		$   - 0		If Line 9>0, enter amount from Line 12, otherwise add Line 7 and 12 and subtract Line 8.

		(14)				Elderly/Disabled Allowance ( Enter $400, if applicable)

		Adjusted Income

		(15)		$   - 0		Total Income Adjustments (Add Lines 5, 6, 11,13, and 14)

		(16)		$   - 0		Adjusted Income (Subtract Line 15 from Line 3)

		Resident Rent Determination

		(17)		$   - 0		30% of Monthly Adjusted Income (Divide Line 16 by 12 and multiply by 0.3)

		(18)		$   - 0		10% of Monthly Income (Divide Line 3 by 12 and multiply by 0.1

		(19)				Portion of welfare payment designated by the agency to meet the family's housing cost, if applicable.

						Enter the Largest of Lines 17, 18 or 19.

		(20)		$   - 0		This is the Maximum amount per month that may be charged for resident rent.

		(21)				Utility Allowance

		(22)		$   - 0		Resident Rent (Subtract Line 21 from Line 20)

		(23)		$   - 0
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Annual Income

		Annual income includes:

		(1)		The full amount, before any payroll deductions, of wages and salaries, overtime pay, commissions, fees, tips and bonuses, and other compensation for personal services;

		(2)		The full amount of periodic payments received from social security, annuities, insurance policies, retirement funds, pensions, disability or death benefits and other similar types of periodic receipts,

				including lump sum payment for delayed start of a periodic payment;

		(3)		Payments in lieu of earnings, such as unemployment and disability compensation, worker's compensation and severance pay;

		(4)		Welfare assistance. Welfare or other payments to families or individuals, based on need, that are made under program funded, separately or jointly, by Federal, State or local governments (e.g, Social Security

				Income (SSI) and general assistance available through state welfare programs);

		(5)		Periodic and determinable allowances, such as alimony and child support payments, and regular contributions or gifts received from persons not residing in the dwelling;

		(6)		Net income from the operation of a business or profession;

		(7)		Interest, dividends, and other net income of any kind from real and personal property;

		(8)		All regular pay, special pay and allowances of a member of the Armed Forces, except special hostile fire pay.
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Excluded Income

				Income That Must Be Excluded

				Annual income does not include:

		(1)		Income from employment of children (including foster children) under the age of 18 years;

		(2)		Payments received for the care of foster children or foster adults (usually individuals with disabilities, unrelated to the tenant family, who are unable to live alone);

		(3)		Lump-sum additions to family assets, such as inheritances, insurance payments (including payments under health and accident insurance and worker's compensation), capital gains, and settlement for personal or property;

		(4)		Amounts received by the family, that are specifically for, or in reimbursement of, the cost of medical expenses for any family member;

		(5)		Income of a live-in aide as defined in Sec. 813.102;

		(6)		The full amount of student assistance paid directly to the student or to the educational institution;

		(7)		Amounts received under training programs funded by HUD;

		(8)		Amounts received by a disabled person that are disregarded for a limited time for purposes of SSI income eligibility and benefits because they are set aside for use under a Plan for Achieving Self-Support (PASS); or

		(9)		Amounts received by a participant in other publicly assisted programs which are specifically for or in reimbursement of out-of-pocked expenses incurred (special equipment, clothing, transportation, child

				care, etc.) and which are made solely to allow participation in a specific program;

		(10)		A resident service stipend. A resident service stipend is a modest amount (not to exceed $200 per month) received by a resident for performing a service for the owner, on a part-time basis, that enhances the

				quality of life in the development. Such services may include, but are not limited to, fire patrol, hall monitoring lawn maintenance, and resident initiatives coordination.  No resident may receive more than

				one such stipend during the same period of time;

		(11)		Compensation from state or local employment training programs and training of a family member as resident management staff. Amounts excluded by this provision must be received under employment

				training programs with clearly defined goals and objectives, and are excluded only for a limited period as determined in advance;

		(12)		Temporary, non-recurring or sporadic income (including gifts);

		(13)		For all initial determinations and reexaminations of income carried out on or after April 23, 1993, reparation payments paid by a foreign government pursuant to claims filed under the laws of that

				government by persons who were persecuted during the Nazi era;

		(14)		Earnings in excess of $480 for each full time student 18 years old or older (excluding the head of household and spouse);

		(15)		Adoption assistance payments in excess of $480 per adopted child;

		(16)		Deferred periodic payments of SSI income and social security benefits;

		(17)		Amounts received by the family in the form of refunds or rebates under state or local law for property taxes paid on the dwelling unit;

		(18)		Amounts paid by a State agency to a family with a developmentally disabled family member living at home to offset the cost of services and equipment needed to keep the developmentally disabled family member at home;

		(19)		Amounts specifically excluded by any other federal statute from consideration as income for purposes of determining eligibility or benefits under a category of assistance programs that included assistance under the U.S. Housing Act of 1937:

				(a) The value of the allotment provided to an eligible household under the Food Stamp Act of 1977          (7 U.S.C. 2017(b));

				(b) Payments to volunteers under the Domestic Volunteer Service Act of 1973 (42 U.S.C.5044, 5058);

				(c) Payments received under the Alaska Native Claims Settlement Act (43 U.S.C. 1626);

				(d) Income derived from certain submarginal land of the United States that is held in t rust for certain Indian tribes (25 U.S.C. 459e);

				(e) Payments or allowances made under the Department of Health and Human Services' Low-Income Home Energy Assistance Program (42 U.S.C. 8624(f));

				(f) Payments received under programs funded in whole or in part under the Job Training Partnership Act (29 U.S.C. 1552(b));

				(g) Income derived from the disposition of funds of the Grand River Band of Ottawa Indians (Public Law 94-540, 90 Statute 2503-2504);

				(h) The first $2,000 of per capita shares received from judgment funds awarded by the Indian Claims Commission or the Court of Claims (25 U.S.C. 1407-1408) or from funds held in trust for an Indian tribe by the Secretary of Interior (25 U.S.C. 117);

				(i) Scholarships funded under Title IV of the Higher Education Act of 1965 including awards under the Federal work-study program or under the Bureau of Indian Affairs student assistance programs that are

				made available to cover the costs of tuition, fees, books, equipment, materials, supplies, transportation, and miscellaneous personal expenses of a student at an educational institution (20 U.S.C.1087uu);

				(j) Payments received from programs funded under Title V of the Older Americans Act of 1965 (U.S.C. 3056(f));

				(k) Payments received after January 1, 1989, from the Agent Orange Settlement Fund or any other fund established pursuant to the settlement in the In Re Agent Orange product liability litigation, M.D.L. No. 381 (E.D.N.Y.); and

				(l) Payments received under Maine Indian Claims Settlement Act of 1980 (Pub.L. 96-420, 94 Statute 1785);

				(m) Earned income tax credit refund payments received from the Internal Revenue Service on or after January 1, 1991. Payments may be received in a resident's regular pay or as a single sum payment;

				(n) Payments received as AmeriCorps Living Allowances (29 U.S.C. Sec.1552);

				(o) Payments received under WIC-Supplemental Food Program for Women, Infants, and Children;

				(p) Payments received under the National School Lunch Program (42 U.S.C. 175-176);

				(q) Payments received under the Child Nutrition Act (42 U.S.C. 1771-1778);

				(r) Payments received under the Child Care Block Grant Act of 1990.
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Rent Calculation Worksheet

		Resident Rent Calculation Worksheet

		(1)				Annual Income from all sources

		(2)				Income Exclusions

		(3)		$   - 0		Annual Income

		Calculating Adjusted Income

		Dependent Allowance

		(4)				Number of Dependents

		(5)		$   - 0		Multiply Line 4 by $480

		Child Care Allowance

		(6)				Anticipated Unreimbursed Expenses for Care of Children

		Disabled Assistance Allowance

		(7)				Disabled Assistance Expenses

		(8)		$   - 0		Multiply Line 3 by 0.03

		(9)		$   - 0		Subtract Line 8 from Line 7

		(10)				Family Member Earnings which were dependent on the disabled assistance expenses

		(11)		$   - 0		Lesser of Lines 9 or 10

		Medical Expenses/Elderly Family Allowances

		(12)				List Total for Medical Expenses

		(13)		$   - 0		If Line 9>0, enter amount from Line 12, otherwise add Line 7 and 12 and subtract Line 8.

		(14)				Elderly/Disabled Allowance ( Enter $400, if applicable)

		Adjusted Income

		(15)		$   - 0		Total Income Adjustments (Add Lines 5, 6, 11,13, and 14)

		(16)		$   - 0		Adjusted Income (Subtract Line 15 from Line 3)

		Resident Rent Determination

		(17)		$   - 0		30% of Monthly Adjusted Income (Divide Line 16 by 12 and multiply by 0.3)

		(18)		$   - 0		10% of Monthly Income (Divide Line 3 by 12 and multiply by 0.1

		(19)				Portion of welfare payment designated by the agency to meet the family's housing cost, if applicable.

						Enter the Largest of Lines 17, 18 or 19.

		(20)		$   - 0		This is the Maximum amount per month that may be charged for resident rent.

		(21)				Utility Allowance

		(22)		$   - 0		Resident Rent (Subtract Line 21 from Line 20)

		(23)		$   - 0
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Annual Income

		Annual income includes:

		(1)		The full amount, before any payroll deductions, of wages and salaries, overtime pay, commissions, fees, tips and bonuses, and other compensation for personal services;

		(2)		The full amount of periodic payments received from social security, annuities, insurance policies, retirement funds, pensions, disability or death benefits and other similar types of periodic receipts,

				including lump sum payment for delayed start of a periodic payment;

		(3)		Payments in lieu of earnings, such as unemployment and disability compensation, worker's compensation and severance pay;

		(4)		Welfare assistance. Welfare or other payments to families or individuals, based on need, that are made under program funded, separately or jointly, by Federal, State or local governments (e.g, Social Security

				Income (SSI) and general assistance available through state welfare programs);

		(5)		Periodic and determinable allowances, such as alimony and child support payments, and regular contributions or gifts received from persons not residing in the dwelling;

		(6)		Net income from the operation of a business or profession;

		(7)		Interest, dividends, and other net income of any kind from real and personal property;

		(8)		All regular pay, special pay and allowances of a member of the Armed Forces, except special hostile fire pay.
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Excluded Income

				Income That Must Be Excluded

				Annual income does not include:

		(1)		Income from employment of children (including foster children) under the age of 18 years;

		(2)		Payments received for the care of foster children or foster adults (usually individuals with disabilities, unrelated to the tenant family, who are unable to live alone);

		(3)		Lump-sum additions to family assets, such as inheritances, insurance payments (including payments under health and accident insurance and worker's compensation), capital gains, and settlement for personal or property;

		(4)		Amounts received by the family, that are specifically for, or in reimbursement of, the cost of medical expenses for any family member;

		(5)		Income of a live-in aide as defined in Sec. 813.102;

		(6)		The full amount of student assistance paid directly to the student or to the educational institution;

		(7)		Amounts received under training programs funded by HUD;

		(8)		Amounts received by a disabled person that are disregarded for a limited time for purposes of SSI income eligibility and benefits because they are set aside for use under a Plan for Achieving Self-Support (PASS); or

		(9)		Amounts received by a participant in other publicly assisted programs which are specifically for or in reimbursement of out-of-pocked expenses incurred (special equipment, clothing, transportation, child

				care, etc.) and which are made solely to allow participation in a specific program;

		(10)		A resident service stipend. A resident service stipend is a modest amount (not to exceed $200 per month) received by a resident for performing a service for the owner, on a part-time basis, that enhances the

				quality of life in the development. Such services may include, but are not limited to, fire patrol, hall monitoring lawn maintenance, and resident initiatives coordination.  No resident may receive more than

				one such stipend during the same period of time;

		(11)		Compensation from state or local employment training programs and training of a family member as resident management staff. Amounts excluded by this provision must be received under employment

				training programs with clearly defined goals and objectives, and are excluded only for a limited period as determined in advance;

		(12)		Temporary, non-recurring or sporadic income (including gifts);

		(13)		For all initial determinations and reexaminations of income carried out on or after April 23, 1993, reparation payments paid by a foreign government pursuant to claims filed under the laws of that

				government by persons who were persecuted during the Nazi era;

		(14)		Earnings in excess of $480 for each full time student 18 years old or older (excluding the head of household and spouse);

		(15)		Adoption assistance payments in excess of $480 per adopted child;

		(16)		Deferred periodic payments of SSI income and social security benefits;

		(17)		Amounts received by the family in the form of refunds or rebates under state or local law for property taxes paid on the dwelling unit;

		(18)		Amounts paid by a State agency to a family with a developmentally disabled family member living at home to offset the cost of services and equipment needed to keep the developmentally disabled family member at home;

		(19)		Amounts specifically excluded by any other federal statute from consideration as income for purposes of determining eligibility or benefits under a category of assistance programs that included assistance under the U.S. Housing Act of 1937:

				(a) The value of the allotment provided to an eligible household under the Food Stamp Act of 1977          (7 U.S.C. 2017(b));

				(b) Payments to volunteers under the Domestic Volunteer Service Act of 1973 (42 U.S.C.5044, 5058);

				(c) Payments received under the Alaska Native Claims Settlement Act (43 U.S.C. 1626);

				(d) Income derived from certain submarginal land of the United States that is held in t rust for certain Indian tribes (25 U.S.C. 459e);

				(e) Payments or allowances made under the Department of Health and Human Services' Low-Income Home Energy Assistance Program (42 U.S.C. 8624(f));

				(f) Payments received under programs funded in whole or in part under the Job Training Partnership Act (29 U.S.C. 1552(b));

				(g) Income derived from the disposition of funds of the Grand River Band of Ottawa Indians (Public Law 94-540, 90 Statute 2503-2504);

				(h) The first $2,000 of per capita shares received from judgment funds awarded by the Indian Claims Commission or the Court of Claims (25 U.S.C. 1407-1408) or from funds held in trust for an Indian tribe by the Secretary of Interior (25 U.S.C. 117);

				(i) Scholarships funded under Title IV of the Higher Education Act of 1965 including awards under the Federal work-study program or under the Bureau of Indian Affairs student assistance programs that are

				made available to cover the costs of tuition, fees, books, equipment, materials, supplies, transportation, and miscellaneous personal expenses of a student at an educational institution (20 U.S.C.1087uu);

				(j) Payments received from programs funded under Title V of the Older Americans Act of 1965 (U.S.C. 3056(f));

				(k) Payments received after January 1, 1989, from the Agent Orange Settlement Fund or any other fund established pursuant to the settlement in the In Re Agent Orange product liability litigation, M.D.L. No. 381 (E.D.N.Y.); and

				(l) Payments received under Maine Indian Claims Settlement Act of 1980 (Pub.L. 96-420, 94 Statute 1785);

				(m) Earned income tax credit refund payments received from the Internal Revenue Service on or after January 1, 1991. Payments may be received in a resident's regular pay or as a single sum payment;

				(n) Payments received as AmeriCorps Living Allowances (29 U.S.C. Sec.1552);

				(o) Payments received under WIC-Supplemental Food Program for Women, Infants, and Children;

				(p) Payments received under the National School Lunch Program (42 U.S.C. 175-176);

				(q) Payments received under the Child Nutrition Act (42 U.S.C. 1771-1778);

				(r) Payments received under the Child Care Block Grant Act of 1990.
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