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Participant Eligibility Worksheet (HUD Homeless Documentation form)

	Project Name
	

	Participant Name
	

	Date of Intake
	


Type of Homelessness Documentation (Check the appropriate type of documentation used to verify 3rd.)

	
	Homeless Status
	Type of Documentation
	Documentation attached

	
	*Persons living on the street
	A signed and dated general certification from an outreach worker verifying that the services are going to homeless persons, and indicates where the persons served reside.
	

	
	*Persons coming from living on the street (and into a place meant for human habitation)
	Staff should provide written information obtained from third party regarding the participant’s whereabouts, and, then sign and date the statement.
	

	
	*Persons coming from emergency shelter for homeless persons
	Written referral from the agency.
	

	
	*Persons coming from transitional housing for homeless persons
	Written verifications to include program residency and homeless status prior to program entry. (Chronic Homeless persons cannot come from TH for eligibility.  Utilize chronic HUD forms to help document the length & times)
	

	*This includes persons who ordinarily sleep in one of the above places but are spending a short time (30 consecutive days or less) in a jail, hospital, or other institution.
Self Declaration of homelessness (use only if 3rd party is unavailable):




Client Signature










Date

Shelter Plus Care Program Agreement – Example 
Utilize this agreement as a sample of how you can set up a program agreement with your participants.  They can be unique to your agency and to the participants goals.  

Recommendations:

Both Case Manager and Participant sign and date the agreement.  

Do not set rules that cannot be enforced.  They will not be taken seriously.   

Consider flexible services/housing first models

Only mention illegal activity in the agreement or what would be on the lease with landlord
Provide a copy to the participant

Sample:   

The Participant and the Provider agree that Supportive Services may be required to have regular treatment participation.  The program 
The Supportive Services will be aligned to meet the Short Term and Long Term goals that were set in the Treatment Plan with the Provider. The Supportive Services will be updated as the Short Term and Long Term goals are met. 

If the Participant engages in the behavior noted below, they understand that rental assistance from the Shelter Plus Care Program will be terminated and they will be responsible for all rent payments to the landlord.  

Below are conditions of which Shelter Plus Care rental assistance can be terminated:

· Eviction from the residence due to violation of the landlord/tenant agreement by the participant or those family members living with the participant
· Illegal activity 
· If participant moves to another HUD funded project, or another subsidized permanent housing,or moves out of the unit without notice.

· Incarcerated for more than 30 days

· Hospitalized for either medical or psychiatric reasons for more than 90 days

· Voluntary termination

· Submission of incorrect information

· Non-Compliance with the financial portion of the rental assistance
· Sublease to another person
Participant/Client _____________________________________Date: ______

Provider/Case Manager: ________________________________Date:________

Case Manager Phone _________________________email__________________

Permission to Share Confidential Information to Secure Necessary Services

I authorize the personnel of ___________________________ Case Management Site (hereby referred to as the Care Site) to share my identity, that I have a confirmed eligible diagnosis for the Shelter Plus Care program, and that I seek their services for support.  I authorize only those agencies or individuals who are listed below.

Unless I have initialed and signed additional release forms for specific purposes; no information that might identify me may be shared by representatives of the Care Site, with any other person or organization.  I understand that the Care Site will take all necessary precautions to protect my identity.

By my signature below, I hereby agree that I shall not hold the Care Site liable for the performance or quality or degrees of performance of services agreed to by affiliates.

I authorize the Care Site to release my identity, my diagnosis, when necessary, and my need for services and support to the individuals, groups, or agencies listed below.  This release is subject to revocation at any time except to the extent that the program has acted upon it.  I voluntarily waive the Indiana Law provision that the consent expire in sixty (60) days after signing and specify that this consent remain in effect for thirty (30) days after my discharge from the program.

My signature authorizes the Care Site to release necessary information to the agencies and individuals initialed by me, below.  

	
	
	Applicant’s Initials
	

	
	
	
	

	HUD
	
	
	

	
	
	
	

	IHCDA
	
	
	

	
	
	
	

	Landlord
	
	
	

	
	
	
	

	Sponsor
	
	
	

	
	
	
	

	Other (specify)
	
	
	


	Applicant

Signature:
	
	
	Date:
	

	
	
	
	
	

	Witness:
	
	
	Date:
	


Shelter Plus Care Verification of Disability Form 

SECTION A
This section must be completed by the referral agency in order to be considered for assistance.

Name of Applicant/Participant_______________________________________________​​​_________

The person named above is an applicant/participant in the Indiana Housing and Community Development Authority’s Shelter Plus Care Program. We are required by Federal Law to obtain verification of disability/handicap for each applicant/participant to determine his/her eligibility for occupancy.

For the purpose of qualifying for occupancy in the program, the applicant/participant must have a mental, emotional, and/or physical impairment that meets the following criteria:

1. As a result of his/her disability, the need for treatment is expected to be of a long, continued, and indefinite duration; and

2. The disability substantially impedes his/her ability to live independently; and

3. Is of such nature that the disability could be improved by more suitable housing conditions.

If the applicant/participant is disabled by chronic problems with alcohol and/or drugs, the

Person’s disability must meet the following criteria: 


Problematic use/abuse of alcohol and or/drugs that 1) has occurred for at least 12 months and 2) has caused serious difficulties in interpersonal relationships as evidenced by disruptions in employment, loss of housing, and/or loss of role in family structures or other important relationships.

 Confidential Medical Information

SECTION B  

QUALIFICATIONS OF THE PERSON COMPLETING THIS VERIFICATION MUST BE LISTED IN SECTION B.  ONLY A CREDENTIALED PSYCHIATRIC TITLE (MD) OR MEDICAL PROFESSIONAL TRAINED TO MAKE SUCH A DETERMINATION WILL BE ACCEPTED. THE POSSESSION OF A TITLE SUCH AS CASE MANAGER OR SUBSTANCE ABUSE COUNSELOR DOES NOT BY ITSELF QUALIFY A PERSON TO MAKE THE DETERMINATION.

In my opinion, the above reference Applicant is disabled as defined in Section A above.  (Circle)    YES
NO

PLEASE CIRCLE ONLY ONE (PRIMARY DIAGNOSIS)

Disability code: 


1=Seriously Mentally Ill 

2=Chronic Substance Abuser

3=SMI and CSA (1&2) 

4=Person with HIV/AIDS

Section B Continued – Disability Verification

1) Brief Summary of Treatment History:

2) Assessment of Independent Living Skills:

3) Please provide a copy of the treatment plan.

Signature: __________________________________________

Name: _____________________________________________

Title: ______________________________________________

Date: ______________________________________________

Qualifications / Degree(s) of individual verifying disability: ____________________________________

Address: _______________________________________________


________________________________________________


________________________________________________

Telephone: ______________________________________________

Income Information

In order to be eligible for Shelter Plus Care, at the time of application, clients may not have a household income that exceeds 50% of the current published HUD Area Median Income limits for their household size and county of residence.

Annual gross income must be reassessed at least annually.  However, if there is a substantial change in the resident’s income during the year, the client may request that the application be recalculated to reflect the change in income and potentially the amount of assistance received. 

Documentation and Verification of Income:  As a condition of participation in the program, each household member agrees to supply such certification, release, information, or documentation to verify the member’s income.

The income of each household member over the age of 18 must be included.   In addition, if children under the age of 18 are receiving social security assistance, that income must be counted.

Attached to this application please provide copies of the following applicable income documentation:

· Wage verification – Copies of at least 3 paystubs or written verification from employer

· Pension Verification

· Social Security Verification – Copy of check, letter from SSI office or bank statement showing deposit

· Medical Expenses/Spend-Down Verification – Documentation of out of pocket non reimbursable medical expenses paid by the applicant

· AFDC Verification

· Child Support Verification

· Food Stamp Verification

· Banking Verification – Copy of last statement

· Child Care Expenses – Letter from center of how much child care has been paid, if the Child Care is provided by a family member or a home provider, the letter must be notarized.

I certify that all of the information and the amount of my income and financial resources on this application are correct and true.  I have been informed that this assistance is funded by the United States Department of Housing and Urban Development (HUD).  I understand that I am legally responsible for the statements I made to receive assistance to pay my rent.  I have been informed that I am subject to the laws and statutes of HUD in regard to making untrue statements.

	
	
	
	
	
	
	

	Applicant’s Signature
	
	Date
	
	Agency Representative
	
	Date


Zero Income Affidavits
I, ___________________________________, have applied for rental assistance through the HUD Shelter Plus Care (S+C) program. Program regulations require verification of all income from participating households of each household member over the age of 18 without any income.  

Income includes but is not limited to: 

· Gross wages, salaries, overtime pay, commissions, fees, tips and bonuses

· Net income from operation of a business or from rental or real personal property

· Interest, dividends and other net income of any kind for real personal property

· Periodic payments received from Social Security, annuities, insurance policies, retirement funds, pensions, disability or death benefits and other similar types of period receipts

· Lump sum payment(s) for the delayed start of a periodic payment (except as provided in 24 CFR 5.609 (b)(5))

· Payments in lieu of earnings, such as unemployment and disability compensation, worker’s compensation, and severance pay

· Public assistance

· Alimony and child support payments (whether through the court system or not)

· Regular pay, special pay and allowances of a head of household or spouse who is a member of the Armed Forces (whether or not living in the dwelling)

· Regular monetary gifts from family and/or friends

· I have stated during this verification process that I have no income at this time. I have not received income since ______ (date). I do not expect to receive any income until______. I applied for (other financial assistance) on _____ date).

I understand that any misrepresentation of information or failure to disclose information requested on this form may disqualify me from participation in the S+C program, and may be grounds for termination of assistance. WARNING: It is unlawful to provide false information to the government when applying for federal public benefit programs per the Program Fraud Civil Remedies Act of 1986, 31 U.S.C. §§ 3801-3812. 
I certify that the above information is true and correct. I also understand that it is my responsibility to report all changes to my household composition or income in writing to within ten (10) business days of such change.

Signature:  ________________________________________
Date: ____________________

Witness:  _________________________________________
Date:  ____________________

Case Manager Notes:
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