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Short-term Rent/Mortgage/Utility Assistance Application


Name:


Address:


City:
   Zip


County:
  Care Site:


Social Security
-
-



Has client been homeless in the last year?

(NO     (YES

If Yes, Explain


Income Source
Annual Income




Area Median Income





Monthly Income







Total___________________

\


Supportive Services-SS

Short-Term Rent/Mort/Utility Asst-ST
                    Long-term rent Asst-LT

	
	July

2008
	Aug

2008
	Sept

2008
	Oct

2008
	Nov

2008
	Dec

2008
	Jan

2009
	Feb

2009
	March

2009
	April

2009
	May

2009
	June

2009

	ST
	
	
	
	
	
	
	
	
	
	
	
	

	LT
	
	
	
	
	
	
	
	
	
	
	
	

	SS
	
	
	
	
	
	
	
	
	
	
	
	


*Assistance cannot exceed June 30, 2009*
 2008 HOPWA Supportive Service, Long-term, Short-term Rent/Mortgage/Utility Assistance Application






I certify that all the above information is accurate; I understand provision of false information will forfeit my HOPWA eligibility

Client Signature:__________________________________________

Date:___________________

Witness Signature:________________________________________    
              Date:___________________







             Age              X


17 years and under	(


18-30 years old	(


31-50 years old	(


51 years and over	(





  X       Race/Ethnicity


	 White


	 Black/African American 


	 Asian


	 American Indiana/Alaskan Native


	 Native Hawaiian/Pacific Islander


	 Amer Indian/Alaskan Nat & White


	 Asian & White


	 Black/African American & White


	 Amer Indian/Alas Nat & Black/AA


	 Other-Multi-racial


	 Other-Specify________________


	 Not Reported





	Hispanic





Household Members


      Name                  Race/Ethnicity       Gender       Age


1)	


2)	


3)	


4)	


5)	


6)	





Permission to share Confidential Information to Secure Necessary Services


-I authorize the personnel of IHCDA’s funded HOPWA project sponsor (hereby referred to as the Care Site) to share my identity, that I have a confirmed diagnosis of HIV or AIDS, and that I seek their services for support to HUD, IHCDA, Landlord and Other(__________).


-Unless I have initialed and signed additional release forms for specific purposes, no information which might identify me may be shared by representative 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 initial and 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 the affiliates.


-I authorize the Care Site to release my identity, my HIV/AIDS status when necessary, and my need for services and support to the 


individuals, groups, or agencies listed in line 1.


-My initials and signature authorize the Care Site to release information to the agencies listed in line 1  





   Initial








X     Gender


	Male


	Female


	Transgender


	Other_________


	Not Reported





Items Necessary for HOPWA


	Copy of valid lease in client’s name


	Copy of Mortgage Payment In client’s name


	Copy of past due utility bill In the client’s name





Housing Situation AT TIME OF APPLICATION


___Homeless from the Streets


___Homeless from Emergency Shelter


___Transitional Housing


___Psychiatric Facility


___Substance Abuse Treatment Facility


___Hospital or Medical Facility


___Jail/Prison


___Domestic Violence Sitaution


___Living W/ Relatives/Friends


___Rental Housing


___Participant-owned Housing


(Includes Mobile Homes)


___Other(Specify)





Type of Housing Receiving Assistance


	Single Room Occupancy


	Apartment


	House/Condo


	Mobile Home


	Other (Specify)________________





# BR For HOPWA Asst Unit


___Studio/0Bedroom


___1 Bedroom


___2 Bedrooms


___3 Bedrooms


___4 Bedrooms


___5 Bedrooms








Verification of No Income


-I, _______________________________, have applied for short-term, long-term or Supportive Services HOPWA assistance through the Housing Opportunities for Persons with AIDS _____________________________(Care Site) program.  Indiana Housing and Community Development Authority, and the U.S. Department of Housing and Urban Development require verification of all income.


-I have stated during this application process that I have no income at this time of application submission, due to the following circumstance:________________________________________________________________________________________


-I have not received income since______________, the source of that income was__________________, I do not expect


 to receive income until____________________________.


-I certify that this information is true and correct.  I have been informed that I am subject to immediate termination 


and the laws and statutes of HUD in regard to making untrue statements.





   Initial





Amount of HOPWA Subsidy to pay to Landlord each month ---$____________


*Client understands assistance will not exceed Fair Market rent limits.  If a client chooses to live in a unit that is more than Fair Market value the client will be responsible for the extra cost above Fair Market rent limit.  __________Initial


*I certify that I have received the Lead and Fair Housing brochures.  __________Initial

















