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Complete this form for each member of the household. Attach a copy of the client’s household Diversion Assessment Form.

Client Name: __________________________________  	Program Entry Date: _________________

Date of Interim Interview: _______________________	Case Manager: ______________________

1.	Race (Check no more than two)
☐ American Indian or Alaskan Native	☐Native/Hawaiian or Other Pacific Islander 	      ☐Asian
☐ Black/African American  		☐ White

2.	Ethnicity
☐ Hispanic/Latino 		☐ Non-Hispanic/Non-Latino

[bookmark: _GoBack]3.	Has the client ever served active duty in the U.S. Military? (Adults only)	  ☐ Yes   ☐ No 

4.	Does the client have a documented disability of long duration (greater than three months)? 
☐ Yes    ☐ No   
a.	If yes, please choose a category under which the client’s disability is classified:
☐ Physical/Medical			☐ HIV/AIDS		☐ Drug Abuse*
☐ Chronic Health Condition		☐ Alcohol Abuse*	☐ Both Alcohol and Drug Abuse*
☐ Developmental				☐ Mental Health*	☐ Other: __________________

b.	If client answers “yes” to any option above, please answer the following: 
	Is the client receiving treatment for this condition?	 ☐ Yes   ☐No

	Notes: _____________________________________________________________________
	
c.	If client answers “yes” to any starred (*) option above, please answer the following: 
Is this condition expected to be of long-continued and indefinite duration and substantially impairs ability to live independently?	☐ Yes	☐No

Notes: _____________________________________________________________________

5.	What is the client’s current living situation? (Adults and Unaccompanied Youth) 
☐ Place Not Meant for Human Habitation: If so, where did client sleep last night?______________

	☐ Living with family   
	☐ Living with friends
	☐ Jail, prison or juvenile detention facility

	☐ Foster care   
	☐ Detox center 
	☐ Emergency shelter (including motel voucher)

	☐ Safe haven  
	☐ Psychiatric hospital    
	☐ Hospital (non-psychiatric)

	☐ Housing for formerly homeless persons (PSH, etc.) 
	☐ Staying in a motel without a voucher

	☐ Transitional housing 
	☐ Own home and pay mortgage: $_______/month – ☐ Subsidy  ☐ No Subsidy



☐ Renting: $______/month. 
☐ No Subsidy ☐ VASH Subsidy  ☐Non-VASH Subsidy

6.	How long has the client lived in their current housing? (Adults and Unaccompanied Youth)
___________________________
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7.	ZIP Code of Last Permanent Address:   (Adults and Unaccompanied Youth)

8.	Has the client received income or monetary assistance from any source in the past 30 days?  ☐ Yes    ☐ No

If yes, check the appropriate sources below, noting the amount per month, and start date for each.

	Income Source
	Amount
	Start Date

	☐Alimony or other spousal support
	
	

	☐Child support
	
	

	☐Earned income
	
	

	☐General assistance
	
	

	☐SSDI
	
	

	☐Pension from a former job
	
	

	☐SSI
	
	

	☐TANF
	
	

	☐Private disability insurance
	
	

	☐Retirement from Social Security
	
	

	☐Self-employment wages
	
	

	☐Unemployment insurance
	
	

	☐Veteran’s disability payment
	
	

	☐Veteran’s pension
	
	

	☐Worker’s Compensation
	
	

	☐Other __________________
	
	



9.	What is the client’s total monthly income? $___________

10.	Did the client receive any non-cash benefits in the last 30 days?
☐Yes	  ☐No
If yes, which of the following non-cash benefits has the client received in the last 30 days?

	☐ Food Stamps - Supplemental Nutrition Assistance Program
	☐ Medicaid health insurance

	☐ Medicare health insurance
	☐ State Children’s health insurance

	☐ Women, Infants and Children (WIC) – Supplemental Nutrition Program
	☐ Veteran’s Administration (VA) Medical Services

	☐ Temporary Assistance for Needy Families (TANF) Child Care services
	☐ TANF Transportation services  

	☐ Other TANF-Funded Services
	☐ Section 8, Public Housing, or other rental assistance

	☐ Other source:_____________________________
	☐ Temporary Rental Assistance



11.	Is the client a domestic violence victim/survivor? (Adults only) *
☐ Yes   ☐ No	If yes, how long ago? 	________________

12.	Is the client a registered sex offender?  ☐ Yes	☐ No
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I certify that all application information is true and complete to the best of my knowledge. I understand that I will be required to provide THIRD-PARTY DOCUMENTATION of the above information at such time as I may be so notified by this Agency. I further understand that this Agency may obtain additional information regarding rental history, credit history and police records history.  Falsification of any documents will result in an automatic denial of emergency assistance funding. 


Applicant Signature: ___________________________________________ Date:___________________
(Or applicant’s legal guardian)
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