	Community Services Intake/Discharge Packet 
	2009



	   * Intake Date
	     
	* Current Address
	     
	Care Coordinator
	     


	   Referred by (choose one)
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
Agency (Name)
	


	  * First Name
	
	    Middle Name
	
	* Last Name
	
	Suffix
	


	
	
	 * Birth

  Date
	       /      /     
	* Social Security #
	        -      -           
	* SSN Data    Quality
	  Full SSN

  Partial SSN
	    Don’t Know

    Refused

	What type of ASSISTANCE IS client applying for?   

	 FORMCHECKBOX 
Long Term
	 FORMCHECKBOX 
STRMU
	 FORMCHECKBOX 
Housing Placement
	 FORMCHECKBOX 
Supportive Services
	 FORMCHECKBOX 
Short Term Supportive Housing

	 FORMCHECKBOX 
Facility Based TBRA


HOUSING SUBSIDY

Does Section 8 or part of the Public Housing Authority subsidize your current unit?  Yes FORMCHECKBOX 

No FORMCHECKBOX 

Have you applied for Section 8 or with the Public Housing Authority?  Yes  FORMCHECKBOX 
 If so, when?       No FORMCHECKBOX 

Are you willing, if eligible, to apply for Section 8 or Public Housing?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
     If no, why?      
	* Residence Prior to Program Entry: i.e. Where Did the Client Sleep Last Night? (Check One Only) 

	 FORMCHECKBOX 
Emergency shelter (including a youth shelter, or hotel, motel, or campground paid for with emergency shelter voucher)
	 FORMCHECKBOX 
 Staying or living in a family member’s room, apartment or house

	
	 FORMCHECKBOX 
 Staying or living in a friend’s room, apartment or house

	 FORMCHECKBOX 
Transitional housing for homeless persons (including homeless youth)
	 FORMCHECKBOX 
 Hotel or motel paid for without emergency shelter voucher

	 FORMCHECKBOX 
 Permanent housing for formerly homeless persons

    (such as SHP, S+C, or SRO Mod Rehab)
	 FORMCHECKBOX 
 Place not meant for habitation ( e.g., a vehicle, an abandoned building, bus/train/subway station/airport or anywhere outside)

	 FORMCHECKBOX 
Substance abuse treatment facility or detox center
	 FORMCHECKBOX 
 Foster care home or foster care group home

	 FORMCHECKBOX 
Hospital (non-psychiatric)
	 FORMCHECKBOX 
 Other

	 FORMCHECKBOX 
Jail, prison, or juvenile detention facility
	 FORMCHECKBOX 
 Don’t Know

	 FORMCHECKBOX 
 Apartment or house that you own
	 FORMCHECKBOX 
 Refused

	 FORMCHECKBOX 
 Room, apartment, or house that you rent
	


	* Homeless 
Cause
	* Homeless
Status
	* Episodes of Homelessness
in Past 3 Years

	 FORMCHECKBOX 
 Benefits Loss/Reduction
	 FORMCHECKBOX 
 Domestic Violence
	 FORMCHECKBOX 
At Risk
	 FORMCHECKBOX 
 0
	

	 FORMCHECKBOX 
  Job Income Loss/Reduction
	 FORMCHECKBOX 
 Asked to Leave a Shared Residence
	 FORMCHECKBOX 
 Homeless (HUD Defined)
	 FORMCHECKBOX 
1
	 FORMCHECKBOX 
 6

	 FORMCHECKBOX 
 Eviction
	 FORMCHECKBOX 
Drug / Alcohol Abuse
	 FORMCHECKBOX 
 Not Currently Homeless
	 FORMCHECKBOX 
 2
	 FORMCHECKBOX 
7

	 FORMCHECKBOX 
 Relocation
	 FORMCHECKBOX 
Other
	 FORMCHECKBOX 
 Precariously Housed
	 FORMCHECKBOX 
 3
	 FORMCHECKBOX 
 8

	 FORMCHECKBOX 
 Release from Prison /Jail
	 FORMCHECKBOX 
Natural Disaster
	*Homeless Duration
	 FORMCHECKBOX 
 4
	 FORMCHECKBOX 
 9

	 FORMCHECKBOX 
Release from Hospital
	 FORMCHECKBOX 
 Not Currently Homeless
	 FORMCHECKBOX 
 0 -  30 Days
	 FORMCHECKBOX 
 5
	 FORMCHECKBOX 
 10 or more

	 FORMCHECKBOX 
 Release from Psych Facility
	 FORMCHECKBOX 
 Foreclosure
	 FORMCHECKBOX 
 31 -  60 Days
	
	

	 FORMCHECKBOX 
 Illness
	 FORMCHECKBOX 
 Don’t Know
	 FORMCHECKBOX 
 61 -  90 Days
	
	

	 FORMCHECKBOX 
 Injury
	
	 FORMCHECKBOX 
 91 -180 Days
	
	

	
	
	 FORMCHECKBOX 
Between 6 & 12 months
	
	

	
	
	 FORMCHECKBOX 
12 months or longer
	
	

	Complete ONLY if client is homeless
	
	 FORMCHECKBOX 
 Unknown
	
	


	*Last Permanent Address
	*Zip Code Quality

	Zip Code
	
	Full Zip Code Recorded

	City/town
	
	 FORMCHECKBOX 
 Don’t know

	Township
	
	 FORMCHECKBOX 
 Refused

	Date Left
	
	

	*Length of Stay at Previous Address

	 FORMCHECKBOX 
 <=1 Week
	 FORMCHECKBOX 
 >1 Weekend,1 Month
	 FORMCHECKBOX 
 1 to 3 Months

	 FORMCHECKBOX 
 >3 months and <1 Year
	 FORMCHECKBOX 
 >=1 Year
	


	*Household/Demographics/Family Composition Chart (Use Chart Below to complete)

	Name/ID
	Gender
	Age
	HIV Yes or No
	Race
	Ethnicity
	Relationship
	Special Needs

	  
	  
	  
	  
	  
	  
	  
	  

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	Use codes to fill-in chart ABOVE

	*Race&  Ethnicity 

	A-Asian
	B/AA/W-Black/African American/White

	A/W-Asian/White
	AI/AN/B/AA-American Indian/Alaska Native/Black/African American

	B/AA-Black African American
	AI/AN/W-American Indian/Alaska Native/White

	O/MR-Other/Multi-racial
	NH/PI-Native Hawaiian/Pacific Islander

	AI/AN-American Indian/Alaskan Native
	H-Hispanic or NH-Non Hispanic


	*Relationship

	Husband
	Sibling
	Aunt

	Wife
	Daughter
	Uncle

	Domestic Partner
	Son
	Cousin

	Mother
	Grandparent
	Roommate

	Father
	Grand Child
	Other

	*Gender

	M-Male
	F-Female

	TM-Trans Male
	TF-Trans Female

	*Special Needs

	Mental Illness
	MRDD
	Alcohol Abuse
	Physical Disability

	Drug Abuse
	Domestic Violence
	HIV/AIDS
	


	*General Health

	 FORMCHECKBOX 
 Excellent
	 FORMCHECKBOX 
 Very good
	 FORMCHECKBOX 
 Good

	 FORMCHECKBOX 
 Fair
	 FORMCHECKBOX 
 poor
	 FORMCHECKBOX 
 Don’t Know

	*Veterans Status

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Don’t Know

	 FORMCHECKBOX 
 Refused


	*Currently Employed

	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	*Currently Pregnant

	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	Due Date
	


	Highest Level of School Completed
	Current Student
	Received vocational training Certificate

	 FORMCHECKBOX 
No schooling completed
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No


	 FORMCHECKBOX 
Nursery school to 4th Grade
	 FORMCHECKBOX 
No

	 FORMCHECKBOX 
5th or 6th Grade
	 FORMCHECKBOX 
Post Secondary Degree

	 FORMCHECKBOX 
7th or 8th Grade
	 FORMCHECKBOX 
Associates

	 FORMCHECKBOX 
9th Grade
	 FORMCHECKBOX 
Bachelors

	 FORMCHECKBOX 
10th Grade
	 FORMCHECKBOX 
Masters

	 FORMCHECKBOX 
11th Grade
	 FORMCHECKBOX 
Doctorate

	 FORMCHECKBOX 
12th Grade – No Diploma
	 FORMCHECKBOX 
Other graduate/professional degree

	 FORMCHECKBOX 
High School Diploma
	 FORMCHECKBOX 
None

	 FORMCHECKBOX 
GED

	 FORMCHECKBOX 
Post-secondary school


	* Non-Cash Benefits

	 FORMCHECKBOX 
 Food Stamps or money for food on a benefits card
	 FORMCHECKBOX 
  MEDICAID health insurance program

	
	

	 FORMCHECKBOX 
 MEDICARE  Health Insurance program
	 FORMCHECKBOX 
 State Children’s Health Insurance Program

	
	

	 FORMCHECKBOX 
  Special Supplemental Nutrition Program for Women,  infants and Children (WIC)
	 FORMCHECKBOX 
  Veteran’s Administration (VA) Medical Services

	
	

	 FORMCHECKBOX 
  TANF Child Care Services
	 FORMCHECKBOX 
  TANF transportation services

	 FORMCHECKBOX 
  Other TANF-funded services
	 FORMCHECKBOX 
  Section 8, public housing, or other rental assistance

	 FORMCHECKBOX 
  Other Source
	 FORMCHECKBOX 
  Private Health Insurance

 FORMCHECKBOX 
  Other Health Insurance

	 FORMCHECKBOX 
  None
	


	* Monthly Income Sources (Enter Monthly Income in Each Applicable Box)

	
	Amount
	
	Amount
	
	Amount

	Earned Income
	$
	Unemployment Benefits
	$
	SSI
	$

	SSDI
	$
	Veteran’s Disability Payment
	$
	Private Disability Insurance
	$

	Worker’s Compensation
	$
	TANF
	$
	General Public Assistance
	$

	Retirement Income from SSA
	$
	Veteran’s Pension
	$
	Pension from a former job
	$

	Child Support
	$
	Alimony or Other Spousal Support
	$
	Other: _______________
	$

	None
	$ 0
	

	


	*Income Eligibility

	Identify your local Area Medium Income Limits by going to this website http://www.in.gov/ihcda/2522.htm


	80%
	
	HOPWA
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	50%
	
	HPRP
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	30%
	
	S+C
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


*Attach Accepted Forms of Income Verification 
*Reference Chart for Acceptable Forms of Documentation

*Use Excel sheet to correctly calculate adjusted yearly income
*Attach printed excel sheet to verify correct income calculation
PERMISSION TO RELEASE CONFIDENTIAL INFORMATION TO SECURE NECESSARY SERVICES 


I authorize personnel of       or this local agency 
By my signature below, I hereby agree that I shall not hold 
	Name of Authorized Persons*
	Applicant’s Initials
	Date

	Agency Name: 
	
	

	Case Manager: 
	
	

	Physician: 
	
	

	Clinic: 
	
	

	
	
	

	
	
	

	
	
	


*This includes Clergy, Counselors, other Agencies, Family members, Attorneys, Landlords, or anyone that the client may so choose.

My signature below, authorizes 
Print Name of Designated Individual








Relationship

Address











Phone/Fax

Client Signature











Date

Witness Signature










Date

NOTES: 
* Use this Form or USE Other Document that documents ALL information below


Note: This form may be filled out by a physician, certified health care worker, or HIV testing site Representative.
Applicant’s Name:  ________________________________________

Social Security Number:  ___________________________________

  I certify that __________________________________ HAS TESTED positive for the Human Immunodeficiency Virus.

               Printed Name:  ___________________________

               Signature:  ______________________________

               License #: _____________________ (if applicable) State Issued: ____

               Date:  ____________________________

               Telephone:  (     )____________________

               Fax:  (       )________________________

              Address: _________________________________________________

               City _________________________ State______  Zip _____________

*Needs to be Completed if Client Identifies they have no Income-Use 


I, 
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 HOPWA 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.

Client Signature:  ________________________________________
Date: ____________________

Notary Signature:  _________________________________________
Date:  ____________________
Notary License expiration Date: 
Stamp:
Case Manager/Care Coordinator’s Notes: 
	Accepted Forms of Income Verification and Documents of Expenses

	Types of Information
	A) Review of documents
	B) Third party written
	C) Third party oral

	Wages and salaries including base and overtime rates, bonuses and incentive payments.
	Pay stubs, earnings statement or W-2 form identifying employee and showing amount earned period of time covered by employment.


	Signed and dated form or letter   from employer specifying amount to be earned per pay period and length of pay period.

	Statement indicating contact with employer by phone or in person specifying amount be earned per pay period.

	Tips/gratuities and self- employment.
	Notarized statement from applicant or form 1040/1040A showing amount earned and

	None.

	None. 

	Income maintenance, AFDC, welfare, Social Security
	(1) Copy of check issued by  agency

(2)  Award letter signed by agency

	Signed and dated verification form signed showing amount and period received.
	Statement indicating contact with agency, amounts received, and dates received.



	Unemployment/Worker’s Compensation
	Same as 3A.
	Same as 3B.
	Same as 3C.

	Child Support Payments
	(1) Copy of payment records furnished by court, signed and dated, showing amount received.

(2) Copy of divorce decree showing amount of support.

(3) Copy of un chased check.
	Written statement from paying parent.
	Oral statement from paying parent (documented by agency)

	Interest/dividends
	(1) Passbook showing interest received and period covered.

(2) Income tax return.

(3) Dividend statement from bond holder or stock company.
	Dated and signed verification form completed by savings institution showing amount and period received. 
	Same as 6A but obtained by means of oral contact with official at institution (documented by agency).

	Assets
	(1) Passbooks/letters completed by bank.

(2) Real estate tax assessment or appraisal of real property.

(3) Statement signed by applicant specifying assets.
	None.
	None.

	Child Care expenses
	(1) Receipts, canceled checks.

(2) Itemized list signed by applicant.
	Letter received from child care agency, babysitter, or person providing care showing amounts received or expected and period of service. 
	Same as 8B but with telephone or in-person contact (documented by agency).

	Medical Expenses
	(1) Receipts, canceled checks.

(2) Records of insurance payment, indication of payroll deduction for medical insurance

(3) Itemized list signed by applicant.
	Form letter, dated and signed, from hospital or physician specifying amount due or expected to be due during the next 12 months.
	Same as 9B but with telephone or in person contact (documented by agency).

	Housing Expenses
	(1)Receipts, canceled checks.

(2)Itemized list signed by applicant.
	Letter received from landlord showing amount of rent paid. 
	Same as 10B but with telephone or in person contact. 


	Other Information that Requires Verification

	Dependent Children

-Age

-Relationship
	-Income tax returns

-Support payment records

-Marriage certificates

-Social security records

-Birth certificates

-VA records

-Divorce records
	None required.
	None required.

	Disability
	(1) Doctor’s statement furnished by applicant.

(2) Social Security Administration records indicating nature of disability.
	State review Board’s or doctor’s statement or prepared from specifying nature of disability.
	Same as B2 but with telephone or in person contact

	Full-time student status
	School identification cars or school records specifying period of time attended and indicating full-time status.
	Written statement, dated and signed, received from school specifying that applicant is enrolled full-time and the dates attending.
	Same as 3B but with telephone or in person. 



NAME or ID#:
· HUD Housing Objective


1. Establish or better maintain a stable living environment. (Use for clients on Long Term/severe housing barriers)


2.  Reduced the risk of homelessness among people living with HIV/AIDS and their families (Use for clients on STRMU with moderate housing barriers)
3. Improved access to HIV treatment and other healthcare support. (ALL CLIENTS)
· Assessment 

Focus on immediate needs while assisting in the development of long-term housing plans.


Help determine the feasibility of independent housing vs  supportive living environments.


A. List any problems identified in the Housing Assessment and Housing Barriers (may include others not listed in assessment): 

B. Individualized Plan

Housing Goal: Goal agreed on by client and Housing Advocate/Case Manager

HUD Objective: Identify which HUD objective the goal is meeting.

Action Steps: Identify actions your client is willing to take in order to remove the housing barriers identified in section A.

Referrals: Document any referrals made to HELP MEET the goal
Housing Goal 1: 
HUD Objective:  
Action Step: 
Actions Step: 
Actions Step: 
Referrals: 
Housing Goal 2: 
HUD Objective: 
Action Step: 
Actions Step: 
Actions Step: 
Referrals: 
Housing Goal 3: 
HUD Objective: 
Action Step: 
Actions Step: 
Actions Step: 
Referrals: 
My Signature below indicates my agreement with and commitment to this housing plan. I recognize that with my consent, my Housing Advocate/Case Manager may revise this housing plan over time.

 Client Signature: ________________________________________________Date: _________________

 Housing Advocate/Case Manager: __________________________________Date: _________________

Housing Plan Update: (leave blank if this is the first Individual Housing Plan)

1. Date of this follow-up: 
Were goal(s) achieved (Check one):

 FORMCHECKBOX 
Yes, definitely       FORMCHECKBOX 
Yes, generally        FORMCHECKBOX 
 No, not really        FORMCHECKBOX 
No, definitely not

Case Notes: 
2. Date of this follow-up: 
Were goal(s) achieved (Check one):

 FORMCHECKBOX 
Yes, definitely       FORMCHECKBOX 
Yes, generally        FORMCHECKBOX 
 No, not really        FORMCHECKBOX 
No, definitely not

Case Notes: 
3. Date of this follow-up: 
Were goal(s) achieved (Check one):

 FORMCHECKBOX 
Yes, definitely       FORMCHECKBOX 
Yes, generally        FORMCHECKBOX 
 No, not really        FORMCHECKBOX 
No, definitely not

Case Notes: 
Please describe what other resources besides HOPWA are being used to address the client’s housing issues:
 
*Complete at discharge or at the end of the program year. 

	   Client Name
	     
	Gender
	
	Birth Date
	


	* Discharge Date
	      
	
	* Reason for Discharge
	

	  
	
	 FORMCHECKBOX 
  Left for a housing opportunity before completing program
	 FORMCHECKBOX 
  Reached maximum time allowed in project
	 FORMCHECKBOX 
 Death

	
	
	
	
	 FORMCHECKBOX 
  Other

	
	
	
	 FORMCHECKBOX 
 Completed program
	 FORMCHECKBOX 
 Needs could not be met by project
	 FORMCHECKBOX 
  Unknown / Disappeared

	
	
	
	 FORMCHECKBOX 
 Non-payment of rent/occupancy charge
	 FORMCHECKBOX 
  Disagreement with rules/persons
	

	
	
	
	 FORMCHECKBOX 
  Non-compliance with project
	
	

	
	
	
	 FORMCHECKBOX 
  Criminal activity/destruction of property/violence
	
	


	* Monthly Income Sources (Enter Monthly Income in Each Applicable Box)

	
	Amount
	
	Amount
	
	Amount
	
	Amount

	 Earned Income
	$
	Child Support
	$
	Veteran’s Pension
	$
	General Public Assistance
	$

	 SSDI
	$
	Unemployment benefits
	$
	Alimony or other spousal support
	$
	Pension from a former job
	$

	 Worker’s Compensation
	$
	Veteran’s Disability Payment
	$
	SSI
	$
	Other
	$

	 Retirement Income from SSA
	$
	TANF
	$
	Private Disability Insurance
	$
	None
	$


	* Non-Cash Benefits 

	 FORMCHECKBOX 
 Food Stamps or money for food on a benefits card
	 FORMCHECKBOX 
  MEDICAID health insurance program

	
	

	 FORMCHECKBOX 
 MEDICARE health Insurance program
	 FORMCHECKBOX 
  State Children’s Health Insurance Program

	 FORMCHECKBOX 
  Special Supplemental Nutrition Program for Women,  infants and Children (WIC)
	 FORMCHECKBOX 
  Veteran’s Administration (VA) Medical Services)

	  FORMCHECKBOX 
  TANF Child Care Services
	 FORMCHECKBOX 
 TANF transportation services

	 FORMCHECKBOX 
Other TANF-funded services
	 FORMCHECKBOX 
  Private Health Insurance

	 FORMCHECKBOX 
  Section 8, public housing, or other rental assistance
	 FORMCHECKBOX 
  Other Health Insurance

	 FORMCHECKBOX 
  Other Source
	 FORMCHECKBOX 
  None


	* New Residence Setting
	

	 FORMCHECKBOX 
 Emergency shelter (including a youth shelter, or hotel, motel, or campground paid for with emergency shelter voucher)
	 FORMCHECKBOX 
  Staying or living in a family member’s room,
apartment, or house

	 FORMCHECKBOX 
  Transitional housing for homeless persons (including homeless youth)
	 FORMCHECKBOX 
  Staying or living in a friend’s room, apartment, or house

	
	 FORMCHECKBOX 
  Hotel or motel paid for without
emergency shelter voucher

	 FORMCHECKBOX 
 Permanent housing for formerly homeless persons
(such as SHP, S+C, or SRO mod rehab)
	

	
	 FORMCHECKBOX 
  Foster care home or foster care group home

	 FORMCHECKBOX 
  Psychiatric hospital or other psychiatric facility
	 FORMCHECKBOX 
 Place not meant for habitation (e.g. vehicle, abandoned building, bus/train station or anywhere outside)

	 FORMCHECKBOX 
  Substance abuse treatment facility or detox center
	 FORMCHECKBOX 
  Other

	 FORMCHECKBOX 
  Hospital (non-psychiatric)
	 FORMCHECKBOX 
 Don’t Know

	 FORMCHECKBOX 
  Jail, prison, or juvenile detention facility
	

	 FORMCHECKBOX 
 Room, apartment, or house that you rent
	 FORMCHECKBOX 
  Refused

	 FORMCHECKBOX 
Apartment or house that you own
	


	*Destination

Tenure
 FORMCHECKBOX 
 Permanent

 FORMCHECKBOX 
  Transitional
 FORMCHECKBOX 
  Don’t Know

 FORMCHECKBOX 
  Refused


	 Destination Subsidy Type

 FORMCHECKBOX 
  None
 FORMCHECKBOX 
 Other housing subsidy
 FORMCHECKBOX 
 Public Housing
 FORMCHECKBOX 
   Don’t Know


	 FORMCHECKBOX 
  Section 8

 FORMCHECKBOX 
 Refused
 FORMCHECKBOX 
   S + C

 FORMCHECKBOX 
  HOME Program
 FORMCHECKBOX 
  Other HOPWA


	*Employed at Time of Discharge
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
Enrolled in School at Time of Discharge
 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No



	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Zero Income Affidavit





STATEMENT OF HIV VERIFICATION





Housing Plan Update








Housing Plan 








Release of Confidential Information
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