
Homeless Housing Agency

999 Hopeful Drive, City, NM 99999  999-999-9999  fax:222-222-2222

	Client Name:
	SSN:        --        --
	Racial Information

	Date of Birth: ___/___/____
	Sex:   ‪  Female     ‪  Male
	□  White        □ Asian     □ Asian & White

□  Black/African American

□  American Indian/Alaskan Native

□  Native Hawaiian/Other Pacific Islander

□  Amer. Indian/Alaskan Native & White

□  Black/African American & White

□  American Indian/Alaskan Native & Black/African American

□  Other Multi-Racial


	Marital Status:  ‪  Single     ‪  Married    ‪  Separated   ‪  Divorced
	

	Military Status:  ‪  Active    ‪  Inactive    ‪  Not Applicable
	

	Current Employer:    
	Income: $              /
	

	Ethnicity:  Is this person Hispanic?     □  Yes          □  No
	

	Is this person considered to be Chronically Homeless? ‪ Yes  ‪  No
	


	Other Adult:
	SSN:        --        --
	Racial Information

	Date of Birth: ___/___/____
	Sex:   ‪  Female     ‪  Male
	□  White        □ Asian     □ Asian & White

□  Black/African American

□  American Indian/Alaskan Native

□  Native Hawaiian/Other Pacific Islander

□  Amer. Indian/Alaskan Native & White

□  Black/African American & White

□  American Indian/Alaskan Native & Black/African American

□  Other Multi-Racial

	Marital Status:  ‪  Single     ‪  Married    ‪  Separated    ‪  Divorced
	

	Military Status:  ‪  Active    ‪  Inactive    ‪  Not Applicable
	

	Current Employer:    
	Income: $              /
	

	Ethnicity:  Is this person Hispanic?     □  Yes          □  No
	


	OTHERS LIVING IN HOME:  (Please indicate Veteran status, if applicable)

	Name
	Age
	Sex
	Relationship to Client
	Ethnicity

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	WHERE DID THE CLIENT LIVE BEFORE ENTERING THIS PROGRAM?

	‪  Streets
	‪  Emergency Shelter
	‪ Jail/Prison
	‪  Hospital
	‪Rental Housing*

	‪ Psychiatric Facility
	‪  Domestic Violence Situation
	‪  Substance Abuse                                             Treatment Facility
	‪  Living with Relatives/Friends*
	‪  Transitional Housing

	Other (please specify):









*Requires Eviction Notice or Letter
Special Needs: (check all that apply)   ‪  Mental Illness     ‪  Alcohol Abuse     

‪  Drug Abuse   ‪  HIV/AIDS and related diseases    ‪  Developmental Disability   

‪  Physical Disability    ‪  Domestic Violence    ‪  Other:________________________

	CLIENT RESOURCES UPON ENTERING THE PROGRAM (check all that apply & enter monthly amount)

	‪  SSI                                   $
	‪  SSDI                      $
	‪  Social Security               $

	‪  AFDC/TANF                   $   
	‪  Child Support        $
	‪  No financial resources    $

	‪  Unemployment Benefits  $
	  Employment          $
	‪  Medicaid                        

	‪  Food Stamps                    $
	‪  Veterans Benefits  $
	  Medicare               

	‪  Other: (please specify)     $   ‪ 


Case Manager Assigned:  ______________________________ Phone: ______________


ADDRESS OF HOUSING UNIT: __________________________________________

(where client will be housed)

                                                        ___________________________________________

NUMBER OF BEDROOMS IN THE UNIT:     ‪  0       ‪  1      ‪  2       ‪  3       ‪  4

MOVE-IN DATE: _______________________________________________________

CASE MANAGEMENT PLAN:

	

	

	

	

	


TERM OF LEASE: ______________________________________________________

(copy of lease must be kept in client’s case file)

MONTHLY RENT:  $____________________________________________________

SECURITY DEPOSIT:  $_________________________________________________

MONTHLY  - Client Rent:  $          
Rental Subsidy:  $

(must be no more than 10% of family’s monthly gross income or 30% of family’s monthly adjusted income.)

COMMENTS:

	

	

	


Please attach copy of the Habitability Inspection checklist

-------------------------------------Grantee Use Only-------------------------------------

‪  ELIGIBLE


‪  INELIGIBLE

APPROVED BY:  _____________________________________ DATE:____________

Supportive Housing Program
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AGENCY: _____________________





DATE:        __________________________





Grant Number: ____________________
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Client Name: 








