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1. The HW HMIS Intake Form for HOUSEHOLDS LARGER THAN ONE PERSON
1. Do not attempt to enter data into the website until this paper form is complete

(if client has not exited, then the exit section can be blank until they do leave.)
2. A ( indicates that a question, sor group of questions, is optional for most programs.

2. Table of Contents
3THE HOUSEHOLD ID QUESTIONS


3SECTION ONE: ENTRY/EXIT QUESTIONS


4( HPRP Programs: Collect these questions at time of Entry


4( Street outreach programs:


5( Optional Questions at time of Entry – discard entire page if desired


6SECTION TWO:  THE CLIENT ID QUESTIONS – complete for all household members


9SECTION THREE: ASSESSMENTS  AT ENTRY


9CASH INCOME  Collect for all members, not just the HoH


10NON-CASH BENEFITS  Collect for all members, not just the HoH


10HEALTH AND EMOTIONAL CONDITIONS  Collect for all members, not just the HoH


11SECTION FOUR - SERVICES PROVIDED


12( SEARCH FOR SUBSIDIZED AND AFFORDABLE HOUSING – discard entire page if desired


13PROGRAM EXIT QUESTIONS


14NON-CASH BENEFITS AT TIME OF EXIT Collect for all members, not just the HoH


15HEALTH / EMOTIONAL CONDITIONS AT EXIT Collect for all members, not just the HoH


15(NOTES  ABOUT  THIS  CLIENT OR HOUSEHOLD


16AUTHORIZATION TO RELEASE/SHARE INFORMATION


17POSTER


18( OPTIONAL ASSESSMENTS – discard pp. 18-20 if desired


18( MEDICAL


18( CRIMINAL


19( EMPLOYMENT, PAST AND PRESENT


19( INCOME AND BENEFITS RECEIVED IN THE PAST


20( COMPETENCIES COLLECT ANSWERS IN THOSE AREA(s) MOST RELATED TO YOUR PROGRAM




Helpful Notes
Allowable answers often include:  “Client doesn’t know (DK)”,  and “Client refused to answer (R)”.

Skip questions identified as “HPRP” or “Street Outreach”, unless that is your responsibility.
If you do housing search for your clients, be sure to have them fill out the Housing Search form.

Any other questions about this form? Contact your CoC Representative   

This file contains confidential client information
and must be stored according to HUD regulations regarding security of paper documents.

Agency:
_____________________________
Staff  Name:
_________________________________

Program:
_____________________________
Staff  Phone:
_________________________________

Administrator Name:  _____________________
Staff  Email:
_________________________________

Administrator Email:  _____________________________________________
PROGRAM ENTRY OR UPDATE?
	
	This is the client’s first visit to our agency
	Intake Date: _________ Exit Date ________

	
	
	

	
	This is an update to an Existing Client File:
	Update 1 Date: _______________
Update 2 Date: _______________

	NOW, INDICATE BELOW WHAT/WHERE ON THE FORM THE SPECIFIC UPDATE WAS:

	
	
	

	
	I have added to, or updated, the Table(s) of Family Members
	Date: _______________

	
	
	

	
	I have added to, or updated, the Program Entry Section
	Date: _______________

	
	
	

	
	I have added to, or updated, the Cash Assessments
	Date: _______________

	
	I have added to, or updated, the Non-Cash Benefits Assessments
	Date: _______________

	
	I have added to, or updated, the Emotional Assessments
	Date: _______________

	
	
	

	
	I have added to, or updated, the Program Exit Section  
	Date: _______________

	
	
	


THE HOUSEHOLD ID QUESTIONS
	Assign a Name to the Household    ex: “Smith_John”     ____________________________________________
                                If family members have different last names, type the household name like this: Smith_John-Westlake-Johnson 

List the Full Names of all Household Members – (NOTES: only one person can be head of household – AND, if a client’s name is “Juan Cristobal de Jesus Marquez”, then you MUST enter the entire name – do not omit any part of the name)

______________________
______________________
______________________
______________________
______________________
______________________
______________________
______________________
______________________
______________________
______________________
______________________
( Things to consider before labelling the client an Unaccompanied Individual  or Adult Head of Household, or Additional Adult in HH
Pregnant Client: If your program is funded to only work with Individuals, use Unac. Ind. As answer.  If funded to work only with families, pick Adult HoH as answer.    

If baby is to be born while in your program, select Adult HoH and list baby as an existing HH member, typing a predicted birth date and using “Baby” as first name.
If the client has children who re-unify while the client is still in your program, select Adult Head of Household as best label.           

Total Household Size: ______  

	Is this household chronically homeless? Y/N _____
	Say "Yes" only if one or more ADULT family members meets ALL these conditions:

- 
at least one adult family member has a disabling condition;

- 
that same adult has been continually homeless for a year; or has had at  least four "episodes" of homelessness in the past three years. (An "episode" is defined as any homelessness following 90 days of what seemed to be permanent housing.)


Homeless Tier:  ( N/A (not Homeless)    ( Short Term or Diversion or Relocation to avoid Shelter/Hotel    ( Institutional Discharge    ( Chronic Sheltered    ( Chronic Unsheltered 
	 ►Are all Household fields complete? Y /N _____


SECTION ONE: ENTRY/EXIT QUESTIONS

Program Entry Date: mm/dd/yyyy: _______________________ 
The Head of Household is:         Adult who arrived with other adults and/or children 
  Child, because no adults are present in this HH (rare)

Household Ages:  
  At least one 18 or older AND one 17 or younger
  No one is 17 or under (only adults are present)

  No one is 18 or older (only teens and children are present - rare
Household Makeup:
 Single Female 18 or older, WITH  CHILD(ren)
 Teen Parent(s) WITH CHILD(ren)

 Single Male 18 or older, WITH  CHILD(ren)
 Multiple Teens, NO CHILD(ren)

 Multiple Adults 18 and over, WITH CHILD(ren)


 Multiple Adults 18 and over, NO  CHILD(ren)


Housing Status the night before entering your program:

  Literally Homeless £
  Stably housed
  Housed but at imminent risk of losing housing
  Client doesn’t know

  Housed but  at-risk of losing housing
  Client refused to say

If Literally Homeless,  primary reason:

Aging out - or Fleeing - Child Services
Completed Transitional Program
Discharge from Foster Care
Discharge from Hospital or Nursing Home
Discharge from Jail/Prison
Discharge from Military
Divorce / Break Up / Family Conflict / Roommate Dispute
Domestic Violence / Child Abuse
Eviction for Behavior or  Zero-Tolerance Drug Policy
Eviction without Cause
Expiring Use Building
Financial – Rent Burden
Financial – Couldn't keep up with utilities
Financial – Medical Bills destroyed finances
Hate Crimes / Fear of Reprisal
Health / Medical Necessity
Homeless but not income eligible for other shelter
Immigration from another Country
Immigration from U.S. City or State
Left housing to gain proximity to care/caregiver
Loss of Job - or Unemployed
Loss of temporary housing subsidy
Mental Illness / Developmental Disability
Natural Disaster / Fire
Need for Safety Animal
Overcrowding / Under-housed (more people than bedrooms)

Psychological - Just too much to deal with
Sanitation Code Violations / Substandard Housing
Substance Abuse Problem
  Client doesn't know (unacceptable answer for HPRP clients)

  Refused (unacceptable answer for HPRP clients)

Other - specify below:  ____________________________

Where Did Client Stay the Night before Entering*

Community Residence for Ex-Offenders (map to other)


Emergency Shelter, including hotel or motel using voucher

Foster Care Home or Foster Care Group Home

Homeless, Living Somewhere Illegally, or Living Outside

Hospital or Nursing Home (Non-Psychiatric)


Hospital (Psychiatric) or other Psych Facility

Hotel or motel using voucher (maps to Emergency Shelter)


Hotel or Motel paid for without a voucher

In the military

Jail    Prison      Juvenile Detention Facility

Living | Staying with Family Member

Living | Staying with Friends

Mental Health | Mental Retardation Group Home

Owned by client no housing subsidy



Owned by client with housing subsidy

Perm. Hsng for formerly homeless persons (SHP, S+C, SRO)


Rented by client with no housing subsidy

Rented by client with VASH1 housing subsidy

Rented by client with non-VASH1 housing subsidy

Safe Haven

Student Housing

Substance Abuse Treatment Facility or Detox Center

Transit. Housing - homeless persons (incl. homeless youth)


Youth Residential Programs   

Client doesn’t know 

Client refused to say


Other:  please specify ______________________
*
If client came from an institution, but was in that institution less than 30 days and was “non-housed” or in an emergency shelter before that 30 days, select “non-Housing” or “Emergency Shelter” as the Living Situation at Intake
1
VASH = Veterans Affairs Supportive Housing
Length of Stay at Location Just Prior to Entry (even if client is still living there):
  One  week or Less
  More than one week but less than one month
  One to three months
  More than three months but less than one year
  One year or longer
  Client did not wish to provide
  Client doesn’t know

Zipcode of last, permanent stable residence _____________       Zip Code Provided is:    Full      partial     Client doesn’t know  Refused
                                                                                                                                     (resided legally for 90 days or longer)
Zip Code is this CoC Jurisdiction?    Yes      No     Zipcode is missing

( Client came to us from (enter name of City and State, and type like this: Winooski, VT):  ___________________________________  
► Are Entry Fields complete?     ( No           ( Yes        !! If client has exited, be sure to complete pp. 14-16 !!

( HPRP Programs: Collect these questions at time of Entry


( Street outreach programs:  List Date of Engagement with person on the street: ____________________
( Optional Questions at time of Entry – discard entire page if desired

( Type of Homeless Verification Documents:  
______________________________ 
( Are verification documents: 
  Signed             Dated            Filed, Signed, not Dated       Dated, not Signed 

( Massachusetts: Did you use ICHH funds to help this client:        Not Applicable       No         Yes 

( If Homeless, Type of Intervention:  
  None        Prevention          Diversion       Rapid Re-Housing          Stabilization 
( Original Referral Source:           None     
 State-agency (Dpt. Housing, Welfare, etc)          School       Faith Commuinty 


  Network or CoC Partner         Other Network or CoC         Other 

( How long have you lived in this state:
  Less than 1 Month       1-3 Months       3-6 Months      6-12 Months       >12 Mos. 
( If less than 6 months, where did you live before: 
__________________________
( Why did you come to this state: 
  Not Applicable        For employment      For better access to healthcare / services 


 To escape domestic violence                    Discharged from military      


 Recent emigre from another country         Other reason (specify) 


If other reason, explain:  _____________________________
( If in process of Eviction, from what kind of housing:       Not Applicable        Public Housing        Private Apartment, with subsidy  


  Private Apartment, no subsidy      McKinney Subsidy (SplusC, SHP, Sec 8 Mod Rehab) 


   VASH subsidy        Other tenant-held subsidy     Client Doesn't Know     Refused 
( Where are you in the Eviction Process: 
  Not applicable       Received 14 day notice 


  Received 30 day notice       Signed agreement to mutually terminate  


 Received a court-ordered 48 hour notice to vacate    Arrearage       At risk of eviction 
( Do you own back rent to your landlord:  
 No       Yes 
( If yes, how much is owed:  
$ _______________.00 
( How many months is rent in arrears: 
   __________________
SECTION TWO:  THE CLIENT ID QUESTIONS – complete for all household members

Rules: 
You are required to collect the SSN and DOB of every household member.
Type the Full Legal Name – Thomas, not “Tom”     Middle  Name  - don’t put an initial, put the whole name


Head of Household may sign a Release Form that covers all household members

Race:  Don’t put ‘Hispanic’ or ‘Mexican’ or  ‘Latino’ or ‘Caribbean’ for race.  Have your client choose from this list: 


            Am Indian, Asian, Black, Pac. Islander, White, or ‘Client doesn’t know’ & ‘Client Refused’
	HoH: Full Legal Name

First: __________________________
Middle: ________________________
Last: __________________________
Suffix (Jr, Sr, III, etc) ________
Mother’s Maiden Name
to use as client password - use ‘hmis’ if unknown:
____________________________
	Is this the full Name:

( 
Full Legal Name

( 
Possibly Full Name

( 
Clearly incomplete Name

( 
An alias

( 
Client Doesn't Know

( 
Refused
SSN:

_____  ___  ______
SSN Assessed:

( Full SSN

( Unverified or Partial SSN
( Doesn’t know SSN

( Refused SSN
	US Citizen/Green Card:

( Yes  

( No
( Doesn’t know SSN

( Refused SSN

Birthdate

mm / dd/ yyyy:

____ / ___ / ____
DOB Assessed:

( Full DOB

( Approx/Partial DOB

( Doesn’t Know 

( Refused DOB

Identity Verified:

( Yes   ( No
Release Signed:

( Yes   ( No
	Relation Type

( Adult HoH    

( Add’l Adult
( Unacc. Ind
( Unacc. Teen

( Child
Hispanic:

( Yes    

( No
( Doesn’t know
( Refused 
Race:

_______________
Gender:

_______________

	Identity**:

( Heterosexual 

( Heterosexual but some people think I'm not.

( G,L,B,T,Q,Q,I,A but most people don't know.
( G,L,B,T,Q,Q,I,A and some or all people know.

( Doesn’t know (child) – if teen, select item 3

( Refused

Veteran:

( Veteran    

( Not a Veteran
( Doesn’t know
( Refused 


	Significant Disabling Condition:

( Yes    

( No
( Doesn’t know
( Refused


The next two pages cover other household members, and then you’ll see some Optional Questions
	*What these tiers mean:

Short Term, Diversion or Relocation = Homelessness is probably a one-time deal for this person
Institutional Discharge = Client came directly from hospital / treatment / jail into our program
Chronic Sheltered = Client has used many shelters in the past
Chronic Unsheltered = Client lives on street or in cars a lot, or ‘couch-surfs’

	Be smart about how you present this question! Although these are the most common words people used to describe themselves:
•
some people are offended if you mention these terms.

•
some people are offended if you don’t use these terms (particularly younger homeless clients).
G,L,B,T,Q,Q,I,A,A = Gay, Lesbian, Bisexual, Transgender, Questioning, Queer, Intersex, Androgynous, Asexual.  
-
Transgender means your body is the opposite sex of what you are inside.

-
Intersex means you were physically born with both female and male parts.

-
The letters QIA - Questioning, Intersex, and Androgynous - generally refer to  appearance.

-
The letters LGBQA - Gay, Lesbian, Bisexual, and Queer, and Asexual - generally refer to sexual practices.

Gender identity is the main cause of homelessness for these groups. Being aware of this can improve your work.
-
As many as 40% of all homeless youth are GLBT, even though they make up less than 5% of the population.

-
Surprisingly, the pregnancy rate among homeless GLBT youth is double that of heterosexual youth.

-
Substance use is significantly higher among GLBT youth than their straight counterparts.

-
It is illegal in many states to be under 18 and homeless, so G,L,B,T,Q,Q,I,A,A  youth are not eligible for shelter and become part of the chronic homeless problem.

-
Most shelters are not safe places for adults or youth perceived to be G,L,B,T,Q,Q,I,A,A.

-
Even a false assumption of being in one of these groups can lead to homelessness. Many religions/cultures excommunicate.

-
By 2017, as much as 50% of the HIV population will be over 50 years of age.  HIV remains a disease primarily confined to gays, drug-users, and    the women who are intimate with them. The pressures of aging + HIV + gender identity lead to homelessness.


	NEXT: Full Legal Name

First: __________________________
Middle: ________________________
Last: __________________________
Suffix (Jr, Sr, III, etc) ________
Mother’s Maiden Name
to use as client password - use ‘hmis’ if unknown:
____________________________
	Is this the full Name:

( 
Full Legal Name

( 
Possibly Full Name

( 
Clearly incomplete Name

( 
An alias

( 
Client Doesn't Know

( 
Refused
SSN:

_____  ___  ______
SSN Assessed:

( Full SSN

( Unverified or Partial SSN
( Doesn’t know SSN

( Refused SSN
	US Citizen/Green Card:

( Yes  

( No
( Doesn’t know SSN

( Refused SSN

Birthdate

mm / dd/ yyyy:

____ / ___ / ____
DOB Assessed:

( Full DOB

( Approx/Partial DOB

( Doesn’t Know 

( Refused DOB

Identity Verified:

( Yes   ( No
	Relation Type

( Adult HoH    

( Add’l Adult
( Unacc. Ind
( Unacc. Teen

( Child
Hispanic:

( Yes    

( No
( Doesn’t know
( Refused 
Race:

_______________
Gender:

_______________

	Identity**:

( Heterosexual 

( Heterosexual but some people think I'm not.
( G,L,B,T,Q,Q,I,A but most people don't know.
( G,L,B,T,Q,Q,I,A and some or all people know.

( Doesn’t know (child) – if teen, select item 3

( Refused

Veteran:

( Veteran    

( Not a Veteran
( Doesn’t know
( Refused 


	Significant Disabling Condition:

( Yes    

( No
( Doesn’t know
( Refused

	NEXT: Full Legal Name

First: __________________________
Middle: ________________________
Last: __________________________
Suffix (Jr, Sr, III, etc) ________
Mother’s Maiden Name
to use as client password - use ‘hmis’ if unknown:
____________________________
	Is this the full Name:

( 
Full Legal Name

( 
Possibly Full Name

( 
Clearly incomplete Name

( 
An alias

( 
Client Doesn't Know

( 
Refused
SSN:

_____  ___  ______
SSN Assessed:

( Full SSN

( Unverified or Partial SSN
( Doesn’t know SSN

( Refused SSN
	US Citizen/Green Card:

( Yes  

( No
( Doesn’t know SSN

( Refused SSN

Birthdate

mm / dd/ yyyy:

____ / ___ / ____
DOB Assessed:

( Full DOB

( Approx/Partial DOB

( Doesn’t Know 

( Refused DOB

Identity Verified:

( Yes   ( No
	Relation Type

( Adult HoH    

( Add’l Adult
( Unacc. Ind
( Unacc. Teen

( Child
Hispanic:

( Yes    

( No
( Doesn’t know
( Refused 
Race:

_______________
Gender:

_______________

	Identity**:

( Heterosexual 

( Heterosexual but some people think I'm not.
( G,L,B,T,Q,Q,I,A but most people don't know.
( G,L,B,T,Q,Q,I,A and some or all people know.

( Doesn’t know (child) – if teen, select item 3

( Refused

Veteran:

( Veteran    

( Not a Veteran
( Doesn’t know
( Refused 


	Significant Disabling Condition:

( Yes    

( No
( Doesn’t know
( Refused

	NEXT: Full Legal Name

First: __________________________
Middle: ________________________
Last: __________________________
Suffix (Jr, Sr, III, etc) ________
Mother’s Maiden Name
to use as client password - use ‘hmis’ if unknown:
____________________________
	Is this the full Name:

( 
Full Legal Name

( 
Possibly Full Name

( 
Clearly incomplete Name

( 
An alias

( 
Client Doesn't Know

( 
Refused
SSN:

_____  ___  ______
SSN Assessed:

( Full SSN

( Unverified or Partial SSN
( Doesn’t know SSN

( Refused SSN
	US Citizen/Green Card:

( Yes  

( No
( Doesn’t know SSN

( Refused SSN

Birthdate

mm / dd/ yyyy:

____ / ___ / ____
DOB Assessed:

( Full DOB

( Approx/Partial DOB

( Doesn’t Know 

( Refused DOB

Identity Verified:

( Yes   ( No
	Relation Type

( Adult HoH    

( Add’l Adult
( Unacc. Ind
( Unacc. Teen

( Child
Hispanic:

( Yes    

( No
( Doesn’t know
( Refused 
Race:

_______________
Gender:

_______________

	Identity**:

( Heterosexual 

( Heterosexual but some people think I'm not.
( G,L,B,T,Q,Q,I,A but most people don't know.
( G,L,B,T,Q,Q,I,A and some or all people know.

( Doesn’t know (child) – if teen, select item 3

( Refused

Veteran:

( Veteran    

( Not a Veteran
( Doesn’t know
( Refused 


	Significant Disabling Condition:

( Yes    

( No
( Doesn’t know
( Refused

	NEXT: Full Legal Name

First: __________________________
Middle: ________________________
Last: __________________________
Suffix (Jr, Sr, III, etc) ________
Mother’s Maiden Name
to use as client password - use ‘hmis’ if unknown:
____________________________
	Is this the full Name:

( 
Full Legal Name

( 
Possibly Full Name

( 
Clearly incomplete Name

( 
An alias

( 
Client Doesn't Know

( 
Refused
SSN:

_____  ___  ______
SSN Assessed:

( Full SSN

( Unverified or Partial SSN
( Doesn’t know SSN

( Refused SSN
	US Citizen/Green Card:

( Yes  

( No
( Doesn’t know SSN

( Refused SSN

Birthdate

mm / dd/ yyyy:

____ / ___ / ____
DOB Assessed:

( Full DOB

( Approx/Partial DOB

( Doesn’t Know 

( Refused DOB

Identity Verified:

( Yes   ( No
	Relation Type

( Adult HoH    

( Add’l Adult
( Unacc. Ind
( Unacc. Teen

( Child
Hispanic:

( Yes    

( No
( Doesn’t know
( Refused 
Race:

_______________
Gender:

_______________

	Identity**:

( Heterosexual 

( Heterosexual but some people think I'm not.
( G,L,B,T,Q,Q,I,A but most people don't know.
( G,L,B,T,Q,Q,I,A and some or all people know.

( Doesn’t know (child) – if teen, select item 3

( Refused

Veteran:

( Veteran    

( Not a Veteran
( Doesn’t know
( Refused 


	Significant Disabling Condition:

( Yes    

( No
( Doesn’t know
( Refused

	NEXT: Full Legal Name

First: __________________________
Middle: ________________________
Last: __________________________
Suffix (Jr, Sr, III, etc) ________
Mother’s Maiden Name
to use as client password - use ‘hmis’ if unknown:
____________________________
	Is this the full Name:

( 
Full Legal Name

( 
Possibly Full Name

( 
Clearly incomplete Name

( 
An alias

( 
Client Doesn't Know

( 
Refused
SSN:

_____  ___  ______
SSN Assessed:

( Full SSN

( Unverified or Partial SSN
( Doesn’t know SSN

( Refused SSN
	US Citizen/Green Card:

( Yes  

( No
( Doesn’t know SSN

( Refused SSN

Birthdate

mm / dd/ yyyy:

____ / ___ / ____
DOB Assessed:

( Full DOB

( Approx/Partial DOB

( Doesn’t Know 

( Refused DOB

Identity Verified:

( Yes   ( No
	Relation Type

( Adult HoH    

( Add’l Adult
( Unacc. Ind
( Unacc. Teen

( Child
Hispanic:

( Yes    

( No
( Doesn’t know
( Refused 
Race:

_______________
Gender:

_______________

	Identity**:

( Heterosexual 

( Heterosexual but some people think I'm not.
( G,L,B,T,Q,Q,I,A but most people don't know.
( G,L,B,T,Q,Q,I,A and some or all people know.

( Doesn’t know (child) – if teen, select item 3

( Refused

Veteran:

( Veteran    

( Not a Veteran
( Doesn’t know
( Refused 


	Significant Disabling Condition:

( Yes    

( No
( Doesn’t know
( Refused

	NEXT: Full Legal Name

First: __________________________
Middle: ________________________
Last: __________________________
Suffix (Jr, Sr, III, etc) ________
Mother’s Maiden Name
to use as client password - use ‘hmis’ if unknown:
____________________________
	Is this the full Name:

( 
Full Legal Name

( 
Possibly Full Name

( 
Clearly incomplete Name

( 
An alias

( 
Client Doesn't Know

( 
Refused
SSN:

_____  ___  ______
SSN Assessed:

( Full SSN

( Unverified or Partial SSN
( Doesn’t know SSN

( Refused SSN
	US Citizen/Green Card:

( Yes  

( No
( Doesn’t know SSN

( Refused SSN

Birthdate

mm / dd/ yyyy:

____ / ___ / ____
DOB Assessed:

( Full DOB

( Approx/Partial DOB

( Doesn’t Know 

( Refused DOB

Identity Verified:

( Yes   ( No
	Relation Type

( Adult HoH    

( Add’l Adult
( Unacc. Ind
( Unacc. Teen

( Child
Hispanic:

( Yes    

( No
( Doesn’t know
( Refused 
Race:

_______________
Gender:

_______________

	Identity**:

( Heterosexual 

( Heterosexual but some people think I'm not.
( G,L,B,T,Q,Q,I,A but most people don't know.
( G,L,B,T,Q,Q,I,A and some or all people know.

( Doesn’t know (child) – if teen, select item 3

( Refused

Veteran:

( Veteran    

( Not a Veteran
( Doesn’t know
( Refused 


	Significant Disabling Condition:

( Yes    

( No
( Doesn’t know
( Refused

	NEXT: Full Legal Name

First: __________________________
Middle: ________________________
Last: __________________________
Suffix (Jr, Sr, III, etc) ________
Mother’s Maiden Name
to use as client password - use ‘hmis’ if unknown:
____________________________
	Is this the full Name:

( 
Full Legal Name

( 
Possibly Full Name

( 
Clearly incomplete Name

( 
An alias

( 
Client Doesn't Know

( 
Refused
SSN:

_____  ___  ______
SSN Assessed:

( Full SSN

( Unverified or Partial SSN
( Doesn’t know SSN

( Refused SSN
	US Citizen/Green Card:

( Yes  

( No
( Doesn’t know SSN

( Refused SSN

Birthdate

mm / dd/ yyyy:

____ / ___ / ____
DOB Assessed:

( Full DOB

( Approx/Partial DOB

( Doesn’t Know 

( Refused DOB

Identity Verified:

( Yes   ( No
	Relation Type

( Adult HoH    

( Add’l Adult
( Unacc. Ind
( Unacc. Teen

( Child
Hispanic:

( Yes    

( No
( Doesn’t know
( Refused 
Race:

_______________
Gender:

_______________

	Identity**:

( Heterosexual 

( Heterosexual but some people think I'm not.
( G,L,B,T,Q,Q,I,A but most people don't know.
( G,L,B,T,Q,Q,I,A and some or all people know.

( Doesn’t know (child) – if teen, select item 3

( Refused

Veteran:

( Veteran    

( Not a Veteran
( Doesn’t know
( Refused 


	Significant Disabling Condition:

( Yes    

( No
( Doesn’t know
( Refused

	NEXT: Full Legal Name

First: __________________________
Middle: ________________________
Last: __________________________
Suffix (Jr, Sr, III, etc) ________
Mother’s Maiden Name
to use as client password - use ‘hmis’ if unknown:
____________________________
	Is this the full Name:

( 
Full Legal Name

( 
Possibly Full Name

( 
Clearly incomplete Name

( 
An alias

( 
Client Doesn't Know

( 
Refused
SSN:

_____  ___  ______
SSN Assessed:

( Full SSN

( Unverified or Partial SSN
( Doesn’t know SSN

( Refused SSN
	US Citizen/Green Card:

( Yes  

( No
( Doesn’t know SSN

( Refused SSN

Birthdate

mm / dd/ yyyy:

____ / ___ / ____
DOB Assessed:

( Full DOB

( Approx/Partial DOB

( Doesn’t Know 

( Refused DOB

Identity Verified:

( Yes   ( No
	Relation Type

( Adult HoH    

( Add’l Adult
( Unacc. Ind
( Unacc. Teen

( Child
Hispanic:

( Yes    

( No
( Doesn’t know
( Refused 
Race:

_______________
Gender:

_______________

	Identity**:

( Heterosexual 

( Heterosexual but some people think I'm not.
( G,L,B,T,Q,Q,I,A but most people don't know.
( G,L,B,T,Q,Q,I,A and some or all people know.

( Doesn’t know (child) – if teen, select item 3

( Refused

Veteran:

( Veteran    

( Not a Veteran
( Doesn’t know
( Refused 


	Significant Disabling Condition:

( Yes    

( No
( Doesn’t know
( Refused


( Marital Status of Head of Household (HoH)

( Did Not Ask
( Child, so Does not Apply
( Married
( Divorced
( Domestic Partnership
( Separated
( Single/Never Married
( Widowed
( Client Doesn't Know
( Refused
( English language Skills (how fluent in speaking and reading?) ___________ (Other Languages spoken in the home _______________
( HoH Schooling – Highest Education level

( Did not ask
( 7th-8th Grade
( 9th Grade
( 10th Grade
( 11th Grade
( 12th Grade, but no diploma
( H.S. Diploma
( G.E.D.
( Some College
( Associates Degree
( Bachelors Degree
( Masters Degree or Higher
( Other Post-Secondary School
( Client Doesn't Know
( Refused
( If veteran, what branch of military?
(Type of Discharge
(  Army
(  Honorable
(  Air Force
(  General
(  Navy
(  Medical 
(  Marines
(  Bad conduct
(  Other
(  Dishonorable  (  Other _____________
( If HoH are not a veteran:  

(  Are you the spouse/partner or estranged spouse/partner of a veteran?

(  Are any children in your hosuehold the child of a veteran?

►Is the Client ID section complete?     ( No           ( Yes
SECTION THREE: ASSESSMENTS  AT ENTRY 
_____  / _____ /  ______   Date this Assessment was taken (should be same date as Program Entry Date)

mm            /       dd          /         yyyy
CASH INCOME  Collect for all members, not just the HoH
Is this household receiving regular cash income as of the Assessment Date listed above?    ( No     ( Yes  ( Doesn’t know    ( Refused
Total Monthly Income: $_________ .00     (round off the number and don’t include items such as food stamps or insurance in this total)

If yes, specify the Income Sources:
Received by:
Amt rec’d last 30 days
Doesn’t know | Refused

write name(s) of receiving member

  Job (Earned Income, Employment)
_________________________________
$ _________
____ | ____
  Pension from former Job
______________________________________
$ _________
____ | ____
  Unemployment Insurance
______________________________________
$ _________
____ | ____
  SSI (Supp. Security Inc.)
______________________________________
$ _________
____ | ____
  SSDI (Soc. Sec. Disability)
______________________________________
$ _________
____ | ____
  Social Security (Retirement)
______________________________________
$ _________
____ | ____
  Private Disability Insurance
______________________________________
$ _________
____ | ____
  General Assistance (Public Assistance)
_____________________________
$ _________
____ | ____
  TANF/TAFDC/EAEDC
______________________________________
$ _________
____ | ____
  Worker's Compensation
______________________________________
$ _________
____ | ____
  Veteran’s Disability Pay
______________________________________
$ _________
____ | ____
  Veteran’s Pension
______________________________________
$ _________
____ | ____
  Child Support
______________________________________
$ _________
____ | ____
  Alimony/Spousal Support
______________________________________
$ _________
____ | ____
  Other (Food Stamps, canning, sex work, panhandling, etc)
$ _________
____ | ____
      Specify what it was: ____________________ List the $ value of Food Stamps only once, with the head of household
NON-CASH BENEFITS  Collect for all members, not just the HoH
Is this household receiving benefits as of the Assessment Date listed above?        ( No        ( Yes       ( Client doesn’t know     ( Refused
If yes, specify the Benefits:
HH Member:
 Value:

write name(s) of all benefitting members

  Food stamps (SNAP)
____________________
                                       Credit each household member with FS in the “Benefits” section
  MEDICAID
______________________
 
Credit only the person who receives the Medicaid

  MEDICARE
______________________
Credit only the person who receives the Medicare
  Rental Assistance, Public Housing
______________________

Credit all household members with the rental assistance
  State Children’s Health Insuran.
______________________

Credit only the child(ren) who receives the SCHIP
  TANF Child Care
______________________
$________
Credit all household members with the TANF CC
  TANF Transportation services
______________________
$________
Credit all household members with the TANF Trans.
  TANF (Other funded services)
______________________
$________
Credit all household members with the TANF Other
  VA Medical
______________________

Credit only the person who receives the VA Medical 
  WIC (women, infants, children)
______________________
$________
Credit only the head of household with WIC
  Other benefit (specify below)
______________________
    

      WIA, workforce investment act, other): ______________________________________________________ 
 ABOUT NON-CASH BENEFITS:
Food Stamps (SNAPS) help individuals and families buy food. SNAPS benefits may have a time limit, but  the benefit can continue if the person is in a job or training program
Medicaid is health insurance that helps many people who can't afford medical care pay for some or all of their medical bills – but don’t include in ‘monthly income total’.
Medicare is the federal health insurance program for: people 65 years of age or older, certain younger people with disabilities, and people with End-Stage Renal Disease (permanent kidney failure with dialysis or a transplant, sometimes called ESRD) – but don’t include in ‘monthly income total’
SCHIP is a state-funded health insurance plan for children’.
SSI and SSDI = Social Security and Social Security Disability Insurance. These are the largest of several Federal programs that provide assistance to people with disabilities.
--Social Security Disability Insurance pays benefits to you and certain members of your family if you are "insured," meaning that you worked long enough and paid taxes)

--Supplemental Security Income pays benefits based on financial need.

WIC is a federal program provides foods to supplement poor nutrition diets for low-income women, infants, and children under 5.
HEALTH AND EMOTIONAL CONDITIONS  Collect for all members, not just the HoH
.
 Is this household reporting any Health / Emotional Conditions as of the Assessment Date listed above?        ( No   ( Yes   ( Client doesn’t know   ( Refused
 If yes, specify the Conditions:
Affected HH Member(s)
Receiving treatment or services for this condition


at Intake / before exiting your program?

Chronic Health Condition 4
__________________________
No  Yes   Client doesn’t know   Refused
        Specify _________________________

Developmental Disability
__________________________
No  Yes   Client doesn’t know   Refused

Domestic Violence 2
__________________________
No  Yes   Client doesn’t know   Refused

HIV/AIDS and related
__________________________
No  Yes   Client doesn’t know   Refused

Mental Health Problems 3
__________________________
No  Yes   Client doesn’t know   Refused

Physical Disability not listed elsewhere
__________________________
No  Yes   Client doesn’t know   Refused

Substance Abuse 1 
__________________________
No  Yes   Client doesn’t know   Refused
          Type of Abuse:  Alcohol     Drugs     Both
__________________________
No  Yes   Client doesn’t know   Refused

  Is client pregnant?   If client is pregnant, when is the baby due? ____________   
        1.   If alcohol or drug abuse, is the abuse expected to last a long time and impair the persons' ability to live independently?    Y/N   _______
    2.    If DV, when did last experience occur? 
  Within past three month
  Three to six months ago 
  Six to twelve months
  More than a year ago

  Don’t know 
 Refused to answer
   3.
If mental illness, is the illness expected to last a long time and impair the persons' ability to live independently?    Y/N   _______
     4.
CHC = A diagnosed condition lasting longer than 3 months and is not curable. Examples: heart disease, severe asthma, diabetes, arthritis, traumatic brain injury, post-traumatic stress, liver condition, stroke, emphysema, etc.
► Is the entire Assessments at Entry section (Income, Benefits & Special Conditions) complete?     ( No           ( Yes

( Many additional (but optional) Assessment Questions can be found on the last pages of this form, by topic area: Medical, Criminal, Employment, etc.
SECTION FOUR - SERVICES PROVIDED 

· The “Service Start Date” generally should match the “Program Entry Date”, and “Service End Date” should match the “Program Exit Date”
· Only list services you provide internally, or that you pay for. Don’t count services you refer people to.

· HPRP staff: Generally,, you should check off  Two Services, with “HRS case management” being the second service
Type of Service You Supply:
(  Non-Residential (you provide Supportive Services)
(   Residential (you provide Shelter / Housing     
 



(  Financial Assistance, non-HPRP funded

(  Outreach Work   
(  HPRP Housing / Relocation  (skip to HPRP section)
(  HPRP Financial Assistance  (skip to HPRP section)


Specifically, the services provided were:

(
Alcohol/Drug Abuse, Education & Prev

(
Alcohol/Drug Abuse, Treatment & Testing

(
Basic Needs

(
Benefits Screening

(
Benefits, Alimony, Child Support - Help Obtaining 

(
Case Management

(
Child Care or Adult Day Care

(
Consumer ID Assistance, ID cards

(
Drop-In Center for the Homeless

(
Education, General Programs

(
Education-Adult Basic 

(
Food, Food Pantry

(
Food, Meals

(
Food, Soup Kitchen

(
Fuel Assistance Payments

(
Furniture Provision

(
Furniture Voucher

(
Healthcare, Emergency Medical Care

(
Healthcare, General Medical Care

(
Health Care, HIV/AIDS Prevention 

(
Help w) Health/Disability issues (incl. RA) 

(
Help w) Housekeeping (incl. Hoarding)

(
Homeless Education Services

(
Homeless Financial Assistance Program

(
Housing, General (yours is the roof)

(
Housing, Domestic Violence Shelter

(
Housing, Emergency Shelter

(
Housing, Transitional

(
Housing, Obtaining Subsidy (non-HPRP)

(
Housing, Search, Application, Placement

(
Housing, Subsidized Rental

(
Income Basic Skills, Budgeting

(
Information and Referral

(
Job or Employment Preparation

(
Job Finding Assistance

(
Legal Services

(
Legal Services, Landlord/Tenant Dispute 

(
Mental Health/ Substance Abuse Services

(
Personal Enrichment & Life Skills Training

(
Purchase Assistive Technology

(
Rent Deposit Assistance (not HPRP)

(
Rent Payment Assistance (not HPRP)

(
Rep Payee or Vendor Payments

(
Sexual Assault Prevention

(
Street Outreach Program

(
Supported Living Services Adults w) Dis  

(
Transportation, Local area

(
Tuition Assistance

(
Utility Deposit Assistance (not HPRP)

(
Other Advocacy, General

HPRP Financial Assistance  
(  FA Rental Assistance
$_________
(  FA Utility deposit(s)
$________
(  FA Security Deposit(s)
$________
(  FA Utility deposit(s)
$________
(  FA Utility payment(s)
$________
(  FA Moving cost assistance
$________
(  FA Motel / Hotel vouchers
$________
HPRP Housing Relocat. & Stabiliz. Services

(  HRS Case Management
(  HRS Outreach
(  HRS Housing Search and Placement
(  HRS Legal Services
(  HRS Credit Repair 
( Funding Source

(  HOPWA
(  HPRP
(  Local
(  McKinney-Vento
(  Non-Profit
(  Private
(  State
(  Other Federal

( Service Intensity (1= Low Intensity, 7 = High Intensity)

(   Not yet established
(  1: One or two contacts only
(  2: Less than once a month
(  3: Once a month
(  4: Twice a month
(  5: Moderate Intensity-Weekly
(  6: Two or three times a week
(  7: Daily or almost daily contact
( More Optional Questions:

Were State or ICHH funds used? (Massachusetts only) __________________
Housing Subsidy (Provided or Sought):  ( None     (  VASH      (  McKinney Subsidy (S+C, SHP, Sec 8 Mod Rehab)   (  Client Doesn't Know 
(  Public Housing or other Tenant-Based Subsidy (Section 8 voucher, Housing Choice, AHVP, MRVP, etc)     (  Project-Based Housing Subsidy 

Other flexible resources provided:        ( None      (  ICHH     (  RAFT     (  DHCD Flexible funds/Toolbox     (  Other 

Flexible Resource used for: _________________________
Referrals made to:    (   No One            (  State-funded Homeless Coordinator            (  Welfare Local Office             (  Network Partner (specify on line below)   
 
(  Agency in another Network (specify on line to right)        Specify Referral if "Other": _________________________________
► Is the section on services provided as of entry in program complete?     ( No           ( Yes

( SEARCH FOR SUBSIDIZED AND AFFORDABLE HOUSING – discard entire page if desired

Complete this page and use www.housingworks.net  to locate all your options
SECTION ONE:  Information that must be answered on your housing applications:
Head of Household Alien Reg. No. (if applicable)
___________________________________
Mailing Address or P.O. Box (where you wish to receive offers of housing for the next five years): (street, city, state, zip)
____________________________________________________________________________________________________________
Street Address (if different) ______________________________________________________________________________________
Home Telephone ___________________________
Work Telephone (if any) ______________________
SECTION TWO: Where do you want to look for housing? What type of housing do you want?
( Check if you have a Rental Assistance voucher already      
( Check if you have a pet or pets

( Check if you will need some form of public transportation
( Check if you need a wheelchair accessible unit.          

( Describe any housing  needs that affect your ability to live in a unit  (first floor unit, extra bedroom, deaf accessible, etc.) on the line below:
___________________________________________________________________________________
Unit size(s) needed:      ( Shelter Bed     ( SRO
( Studio     ( 1BR    ( 2BR    ( 3BR   ( 4BR     ( 5BR   ( 6BR or greater
Start the search by looking for housing within  5  miles of the following town or zip code: __________
Desired Types of Permanent Housing
Desired Types of Transitional Housing
	( Rental Assistance Voucher
( Assisted Living / Special Needs / Nursing Home
( Congregate Housing
( Deaf Independent Living
(  De-leaded housing
( Elder or Senior Citizen Housing
( Ex-offender Housing options
( Family or Individual Housing options
( HIV/AIDS Housing
( Homeownership Options
( Housing with an Educational Component
( Immigrant – no documented status*

( Mobile Home Parks
( Permanent Housing for Disabled (visiting services)

( Permanent Supportive Housing (for Disabled, live-in services)

( Permanent Sober Housing (Oxford House model)
( Veterans-only Housing
( Wheelchair Accessible / No-Steps units. . . or any disability(( 
((Persons with disabilities who do not need a wheelchair are often eligible for wheelchair units.

	( Adult Single Females or Women with Children Programs
( Adult Single Males Programs
( Battered Women’s or Men’s Programs
( De-leaded Shelter and Transitional Programs
( Developmentally Disabled Shelter and Transitional Programs
( Educational Housing for non-disabled homeless persons
( Ex-offender Shelters or Transitional Programs
( Family Shelters or Transitional Programs
( HIV/AIDS Transitional Programs
( Immigrant – no documented status Transitional Programs*
( Shelter Plus Care (homeless and disabled) Programs
( Singles Shelters and Transitional Programs
( Teen - Pregnant or Parenting Programs
( Teen - Runaway / Castaway / Custodial / Behavioral
( Temporary Sober Programs (Wet Shelters)
( Substance Use Recovery Programs, long-and short-term
( Veterans-only Programs
( Wheelchair Accessible / No Steps Shelter Programs*


* If you check this option, check no other options in this column.


PROGRAM EXIT QUESTIONS   

Ask your boss: “what constitutes an exit for this program?”
Client has left program:  Y/N  _______    Exit Date:  ______________
 Exit  Destination

Community Residence for Ex-Offenders (map to other)


Deceased


Emergency Shelter, including Hotel or Motel paid with voucher


Hotel or Motel paid for without a voucher


Foster care home or Group Home


Homeless – street, vehicle, outside, etc.


Hospital or Nursing Home (Non-Psychiatric)


Hospital (Psychiatric) or other Psych Facility


Hotel or motel using voucher (maps to Emergency Shelter)


Jail    Prison      Juvenile Detention Facility

Living/Staying with Family Member, temporarily


Living/Staying with Friends, temporarily


Living/Staying with Family Member, permanently


Living/Staying with Friends, permanently


Mental Health | Mental Retardation Group Home

Owned by client no housing subsidy (inc mobile home)

Owned by client with housing subsidy

Perm. Hsng for formerly homeless persons (SHP, S+C, SRO)


Rental by client, no housing subsidy (inc mobile home)


Rental  with VASH subsidy (veteran’s subsidy)


Rental with other subsidy like public housing, sec 8 etc.


Safe Haven


Staying or Living with Family, permanent tenure


Staying or Living with Friend, permanent tenure


Student Housing


Substance Abuse Facility or Detox Center


Transitional housing for homeless persons (inc youth)*


Other Housing (explain clearly) _________________________________   ex: The military

Client doesn’t know      Refused     Unknown / Disappeared
*
The two asterisked destinations are not permissible destinations for HOPWA-funded programs that provide short-term payments to prevent homelessness.

1
VASH = Veterans Affairs Supportive Housing
Reason  for  Leaving
   Housing Status at Exit
 Completed  Program
  Stably Housed
  Criminal  activity / Destruction  of  property / Violence
  Housed and at Risk
  Death
  Housed and at Imminent Risk
  Disagreement  with  rules  or  persons
  Literally Homeless 
  Left  for  housing  opportunity  before  completing  program
  Refused to say
  Needs  could  not  be  met  by  project
  Unknown/Disappeared

  Non-compliance  with  project
  Non-payment  of  rent  or  other  occupancy  charge
  Reached  maximum  time  allowed  in  project
  Unknown  or  Disappeared
  Other , specify:  ________________________________
( List any Program Sanctions (client misbehaviors): ___________________________________
( Client had this kind of subsidy at Exit (public housing, section 8 voucher, SplusC, etc): _____________________
( Client is seeking a housing subsidy of some type (doesn’t have one yet)  Y/N: ______________
( Housing Eligibility Concerns 

  None
   No credit history
   Poor credit history
   Sex Offender Level 2 or 3

   Ex-Offender with violence-related CORI
   Ex-Offender with drug-related CORI
  Other, explain: _____________

( What would your boss consider a successful program outcome for this client?
( Keeping this person alive during his/her stay with us
( Getting this person to show up and use our services
( A temporary or transitional Housing Placement
( A permanent housing placement lasting at least six months
( A permanent housing placement lasting at least a year
( Keeping this client/household in the housing s/he already had
( Placement in a treatment program for Substance Abuse
( Placement in treatment for Counseling, Behavioral or Developmental Problems
( Street Outreach: Repeated contacts and Name Recognition
( Other-describe here: ___________________________________
( In your opinion, did your help result in success or failure for this client/household?

( No Opinion or Uncertain
       ( Success
    ( Failure
► Is the Exit section complete?     ( No           ( Yes  (Be sure to also complete the Assessments, next page)ASSESSMENTS
CASH INCOME AT TIME OF EXIT    Collect for all members, not just the HoH
_____  / _____ /  ______   Date this Assessment was taken (should be same date as Program Exit Date)

mm            /       dd          /         yyyy
Is this household receiving regular cash income as of the Assessment Date?    ( No     ( Yes    ( Client doesn’t know    ( Refused
Total Monthly Income: $_________ .00     (round off the number and don’t include items such as food stamps or insurance in this total)

If yes, specify the Income Sources:
Received by:
Amt rec’d last 30 days
Doesn’t know | Refused

write the name(s) of all receiving members
  Job (Earned Income, Employment)
______________________________________
$ _________
____ | ____
  Pension from former Job
______________________________________
$ _________
____ | ____
  Unemployment Insurance
______________________________________
$ _________
____ | ____
  SSI (Supp. Security Inc.)
______________________________________
$ _________
____ | ____
  SSDI (Soc. Sec. Disability)
______________________________________
$ _________
____ | ____
  Social Security (Retirement)
______________________________________
$ _________
____ | ____
  Private Disability Insurance
______________________________________
$ _________
____ | ____
  General Assistance (Public Assistance)
______________________________________
$ _________
____ | ____
  TANF/TAFDC/EAEDC
______________________________________
$ _________
____ | ____
  Worker's Compensation
______________________________________
$ _________
____ | ____
  Veteran’s Disability Pay
______________________________________
$ _________
____ | ____
  Veteran’s Pension
______________________________________
$ _________
____ | ____
  Child Support
______________________________________
$ _________
____ | ____
  Alimony/Spousal Support
______________________________________
$ _________
____ | ____
  Other (canning, sex work, panhandling, cash gifts etc) __________________________
$ _________
____ | ____
             Specify what it was _______________________ List the $ value of Food Stamps in the Cash section; but only for the HoH
NON-CASH BENEFITS AT TIME OF EXIT Collect for all members, not just the HoH
Is this household receiving benefits as of the Exit Assessment Date?   ( No        ( Yes       ( Client doesn’t know     ( Refused
If yes, specify the Benefits:
HH Member:
 Value:

write the name(s) of all benefiting members

  Food stamps (SNAP)
______________________
 
Credit each HH member with FS as a “Benefit”
  MEDICAID
______________________
  MEDICARE
______________________
  Rental Assistance, Public Housing
______________________
  State Children’s Health Insuran.
______________________
  TANF Child Care
______________________
$________
Only credit a head of household with this TANF
  TANF Transportation services
______________________
$________
Only credit a head of household with this TANF
  TANF (Other funded services)
______________________
$________
Only credit a head of household with this TANF
  VA Medical
______________________
  WIC (women, infants, children)
______________________
$________
Only credit a head of household with WIC
  Other benefit
______________________
    

      Specify (WIA, workforce investment act, other): ______________________________________________________ 
HEALTH / EMOTIONAL CONDITIONS AT EXIT Collect for all members, not just the HoH
Is this household reporting any Health / Emotional Conditions as of the Exit Assessment Date?     ( No      ( Yes      ( Client doesn’t know     ( Refused

 If yes, specify the Conditions:
Affected HH Member(s)
Receiving treatment or services for this condition


at Intake / before exiting your program?

Chronic Health Condition 4
__________________________
No  Yes   Client doesn’t know   Refused
     Specify _________________________

Developmental Disability
__________________________
No  Yes   Client doesn’t know   Refused

Domestic Violence 2
__________________________
No  Yes   Client doesn’t know   Refused

HIV/AIDS and related
__________________________
No  Yes   Client doesn’t know   Refused

Mental Health Problems 3
__________________________
No  Yes   Client doesn’t know   Refused

Physical Disability not listed elsewhere
__________________________
No  Yes   Client doesn’t know   Refused

Substance Abuse 1 
__________________________
No  Yes   Client doesn’t know   Refused
        Type of Abuse:  Alcohol     Drugs     Both
__________________________
No  Yes   Client doesn’t know   Refused
1
If alcohol or drug abuse, is the abuse expected to last a long time and impair the persons' ability to live independently?    Y/N   _______
2  If DV, when did last experience occur? 
  Within past three month
  Three to six months ago 
  Six to twelve months
  More than a year ago


 Don’t know 
 Refused to answer
3
If mental illness, is the illness expected to last a long time and impair  the persons' ability to live independently?    Y/N   _______
4
A diagnosed condition lasting longer than 3 months and is not curable. Examples: heart disease, severe asthma, diabetes, arthritis, traumatic brain injury, post-traumatic stress, liver condition, stroke, emphysema, etc.
► Is the entire Exit Assessment section complete, (Date, Assessments, etc)?     ( No           ( Yes
( Many additional (but optional) Assessment Questions can be found on the last pages of this form, by topic area: Medical, Criminal, Employment, etc
(NOTES  ABOUT  THIS  CLIENT OR HOUSEHOLD

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

AUTHORIZATION TO RELEASE/SHARE INFORMATION 

· You may use your own in-house Release Form is desired.
· Client should sign Release A to get service, but cannot be denied service if refusing to sign.

· Client may choose to sign Release B if s/he wishes assistance in filling out housing applications.

A. I _______________________(sign your name here) hereby authorize the release of anonymous information to HUD taken from my case record for the sole purpose of running reports on the degree of homelessness in this area of the country.
Your signature on the line above gives permission for anonymous HMIS reporting, and for nothing else.   Date I signed this: _______________
B. I _______________________ (sign your name here) hereby authorize the entry of basic housing application information to HousingWorks, Inc.; and to and from all relevant housing agencies, for the purpose of getting me into stable or permanent housing.
Your signature on the line above gives permission to the advocate to use HousingWorks as a search, apply, and/or waitlist maintenance service for you.)
Date I signed this: _______________
I also understand:
1.
Signing the HMIS Release (A, above) gives your advocate permission to send anonymous information about homelessness to HUD;

2.
Signing second, optional release (B, above) the HousingWorks Release is a. Here’s how you benefit if you sign this second release: HousingWorks will help you apply to more permanent housing more quickly. The information we want permission to store is restricted to answers to questions found on every housing application: name, family size, income, housing history, etc. With your signature, your advocate can use HousingWorks to send more applications, and update your waitlists with your changing circumstances (for instance, if your address changes and you still want to be reachable when someone has an apartment for you.). Here’s why it is safe to use HousingWorks: Using HousingWorks, no landlord or housing authority will learn anything about you that you have not provided them with on your application.

3.
I can revoke my advocate’s access to my information at any time, just by visiting another advocate who is using the HousingWorks system and changing my secret password. This access is subject to my revocation at any time, except for information already released;

4.
This authorization covers both the release of that information specified above and information to be compiled during the course of client’s involvement with this agency;

5.
I understand that I have a right to receive a copy of this authorization;

6.
I understand that by signing this release I authorize this agency's auditors to view information contained in my file (for audit purposes only);
7.
A copy or xerox of this page is as valid as the original. You should have a copy and your advocate should have a copy.
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	About HMIS Reporting

	We have to report “anonymous, aggregate” data about every client we serve:
What does it mean to this agency?
· We lose our funding if we don’t ask these questions.

· The gov’t needs to see how many total people we serve every year, and measure how well we are doing.

· The gov’t also needs to know what kinds of services we offer, and if they helped you at all.

What does it mean to me as a client?
· You consent to a short interview or “Intake”.

· We ask things like: your name, your age, race, and income sources.

· You don’t have to answer any questions that make you uncomfortable, but the more info we get, the better our chances of getting funded again next year. The reports we send to the fed. Gov’t will be anonymous.

What does the report look like?
Here’s a sample

How many Hispanic clients did you serve?
235

How many non-Hispanic clients did you serve?
214

(as you can see, there’s no way to identify particular people)

· Who gets this anonymous, aggregate data?          The funders that help keep our agency running.

	

	Ask us any questions at any time about HMIS

	
Staff Name
_______________________________



Phone
_______________________________


( OPTIONAL ASSESSMENTS – discard pp. 18-20 if desired
( MEDICAL
Does client have a Primary Care Provider?
 Yes       No         Client Doesn’t Know    Refused
If so, Primary Care Provider's Name
___________________________________________________________________
Primary Care Provider's Phone
___________________________________________________________________
Primary Care Provider's Office Address
___________________________________________________________________
What concerns would client discuss with a doctor?
___________________________________________________________________
Last Dental Exam was
___________________________________________________________________
Dental Problems requiring treatment:
___________________________________________________________________
TB test offered?
 Yes       No         Client Doesn’t Know    Refused
TB Treatment completed?
 Yes       No         Client Doesn’t Know    Refused
Allergies?
 Yes       No         Client Doesn’t Know    Refused
Do you drink alcohol now?
 Yes       No         Client Doesn’t Know    Refused
Has alcohol ever been a problem for you?
 Yes       No         Client Doesn’t Know    Refused
Are you taking any prescription or non-prescription drugs?
 Yes       No         Client Doesn’t Know    Refused
Have you injected drugs in the past 10 years?
 Yes       No         Client Doesn’t Know    Refused
Can you forego drugs and alcohol while in shelter?
 Yes       No         Client Doesn’t Know    Refused
Ever been in a residential SA treatment program?
 Yes       No         Client Doesn’t Know    Refused
Ever been in an overnight detox?
 Yes       No         Client Doesn’t Know    Refused
Ever received SA Treatment?
 Yes       No         Client Doesn’t Know    Refused
Would you like to receive SA treatment?
 Yes       No         Client Doesn’t Know    Refused
Ever been in a psych hospital?
 Yes       No         Client Doesn’t Know    Refused
Ever taken mental health meds?
 Yes       No         Client Doesn’t Know    Refused
Would you like to receive MH treatment?
 Yes       No         Client Doesn’t Know    Refused
( CRIMINAL
Have you ever had a conviction?
 Yes       No         Client Doesn’t Know    Refused
If "yes" for what:
__________________________________________________________________
Have you been in jail at any time in the last three years?
 Yes       No         Client Doesn’t Know    Refused
Have you ever been convicted of a felony
 Yes       No         Client Doesn’t Know    Refused
Are you currently under a Dept of Corrections?
 Yes       No         Client Doesn’t Know    Refused
If so, Parole Officer's Name
__________________________________________________________________
If so, Parole Officer's Phone Number
__________________________________________________________________
Have you ever had a Restraining Order?
__________________________________________________________________
( EMPLOYMENT, PAST AND PRESENT
 
Are you currently employed: 
 Yes       No  
 Client Doesn’t Know      
 Refused

If employed, in what zip code:   ________________              what community:   ________________          what city:  ________________
Is your employment:    
 Permanent 
 Temporary        
 Seasonal 

How long have you worked this job:  
________________ years 

Enter the number of weeks, like this:  
________________ weeks

Hours worked last week:  
________________ hrs

What is your HOURLY WAGE at this job:  (Type like this: 9.75)
$ ____________.00

What is your average MONTHLY income from this job:  
$____________.00  (round off to nearest dollar)

If you are not currently employed, have you EVER had a job: 
 Yes       No  
  Client Doesn’t Know   
 Refused

If yes, what was the approximate STARTING DATE of that job:  
________________ Format:  06/27/2010 

If yes, what was the approximate ENDING DATE of that job:  
________________ Format:   06/27/2010

Zip code in which you worked: ________________                 what Community:  ________________           what City: ________________
Was your past employment: 
 Permanent                Temporary        
 Seasonal

What was your HOURLY WAGE at that job: (Type like this: 9.75)
$ ____________.00

What was your average MONTHLY income at that job: 
$____________.00  (round off to nearest dollar)

Are you able to work at this time? 
 Yes       No         Client Doesn’t Know    Refused

If you are able to work, are you currently looking:  
 Yes       No         Client Doesn’t Know    Refused

If not, what is preventing you:                 Nothing      Job Training       Skills          Child  Care       Disability       English Fluency     


 English Literacy      Transportation Issues       Lack of Communication Resources       Lack of Effective Resume     


  Lack of Interview Clothing      Lack of Job-Related Tools              Interview and Follow-Up Skills      CORI Issues    


  Other      
Client Doesn't Know      
 Refused 

Would you like to participate in a job training program: 
  Yes      No         Client Doesn’t Know    Refused

Do you need child care to hold a job:  
 Yes       No         Client Doesn’t Know    Refused

Is anyone in your household currently working:  
 Yes       No         Client Doesn’t Know    Refused
If yes, NAMES of working members: 
______________________________________________________________________

Total MONTHLY INCOME from these other job holders:  
$ ____________.00 (round off to nearest dollar)

( INCOME AND BENEFITS RECEIVED IN THE PAST

In the past TWELVE MONTHS, did you receive any of the following?                 None       WIC           Fuel Assistance    


 Employment Training,  State Rehab funded  
Employment Training,  Mental Health funded 


Employment Training, Vet funded       
Employment Training,TANF/TAFDC funded        Transportation, TAFDC/TANF funded 

   
Employment Training,Other funding source  
 Child Care Subsidy, TAFDC/TANF or EEC income eligible    

Income you received during the past two years, but are not now receving:  
________________________________________________  

Health Coverage you received during the past two years, but are not now receving: 
________________________________________________  

Housing Assistance you received during the past two years, but are not now receving: 
________________________________________________  

Emergency Assistance you received during the past two years, but are not now receving:  
________________________________________________  

Why are you no longer receiving these benefits: 
_______________________________________________________________________________________  
( COMPETENCIES COLLECT ANSWERS IN THOSE AREA(s) MOST RELATED TO YOUR PROGRAM
	Income
(  No Income
(  Inadequate income, spontaneous or inappropriate spending
(  Can meet basic needs with subsidy, does appropriate spending
(  Can meet basic needs/can manage debt without assistance
(  Income is sufficient, well-managed, AND is able to save
(  Client Doesn't Know
(  Refused
	Employment
(  No job
(  Temporary, PT, or Seasonal; inadequate pay, no benefits
(  FT, inadequate pay, few or no benefits
(  FT, adequate pay, and adequate benefits
(  Maintains permanent employment with adequate income and benefits
(  Client Doesn't Know
(  Refused

	Housing
(  Homeless or Threatened with Eviction
(  In transitional/temporary/substandard housing; or current payment is unaffordable
(  In stable housing that is marginally adequate
(  In safe, adequate, subsided housing
(  In safe, affordable, adequate, NON-subsidized housing
(  Client Doesn't Know
(  Refused
	Food
(  No food, or no means to prepare it. Relies on free or low-cost food
(  On food stamps - meets basic needs but requires regular assistance
(  Can meet basic needs but requires occasional assistance
(  Can meet basic needs without assistance at any time
(  Can choose to purchase any food household desires
(  Client Doesn't Know
(  Refused

	Childcare
(  Needs childcare, but none is available, accesible, or lacks eligibility
(  Childcare is unreliable, unaffordable, or poorly supervised
(  Childcare is available in limited form
(  Childare is available, adequate, and client needs no subsidy
(  Can select quality childcare of choice
(  Client Doesn't Know
(  Refused
	Child Education
(  One or more eligible children NOT enrolled
(  All eligible children enrolled, but not attending
(  All eligible children enrolled, but at least one poor attendance
(  All eligible children enrolled, with good attendance
(  All eligible children enrolled, high attendance, and making good progress
(  Client Doesn't Know
(  Refused

	Adult Education
(  Literacy Problems/No HS Diploma or GED(  Enrolled in literacy or GED program, and skill level not a barrier to employment
(  Has HS Diploma or GED
(  Needs additional schooling to resolve literacy problems and function in society
(  No literacy problems
(  Client Doesn't Know
(  Refused
	Legal
(  Has current outstanding tickets or warrants, other unresolved legal issues
(  Current charges/trial pending/non-compliance that impacts housing eligibility
(  Non-violent crime, compliant or succeeding with plan to resolve all other legal issues
(  Successfully completed probation/parole/other in last 12 months, no new charges
(  No legal issues in more than 12 months, no CORI impacting housing eligibility
(  Client Doesn't Know
(  Refused

	Health Care
(  No medical coverage and immediate need
(  No medical coverage and difficulty accessing care when needed
(  Some or all children on MEDICAID, but adults lack coverage
(  All members get care but budget is strained at times
(  All members covered by adequate and affordable insurance
(  Client Doesn't Know
(  Refused
	Life Skills
(  Unable to meet basic needs such as hygiene, food prep, daily living
(  Can meet some, but not all, needs of daily living, with no assistance
(  Can meet most, but not all, needs of daily living, with no assistance
(  Meets all basic needs with no assistance
(  Able to provide beyond basic needs of daily living for all members
(  Client Doesn't Know
(  Refused

	Mental Health
(  Danger to self/others, severe difficulty in daily life
(  Recurrent mental symptoms that affect behavior but not a danger to self/others
(  Mild symptoms present at times, occasionally affecting daily function
(  Minimal symptoms caused by problems that would affect anyone
(  No symptoms, good or superior functioning in wide range of activities
(  Client Doesn't Know
(  Refused
	Substance Abuse
(  Meets criteria for severe dependency, need for institutional living seems likely
(  Meets criteria for dependency, with avoidance or neglect of essential life activities
(  Has used in last six months, seems recurrent, and has affected housing eligiblity
(  Has used in last six months, but no evidence of life activities being threatened
(  No abuse in last 6 months, or no history of abuse
(  Client Doesn't Know
(  Refused

	Family Relations
(  Abuse or total lack of family support
(  Family may be supportive, but lacks skill or resources to actually help
(  Family may be supportive, lacks skill/resources, but making concrete changes so as to be supportive
(  Family is strongly supportive
(  Family support has produced long term stability and open communication
(  Client Doesn't Know
(  Refused
	Mobility(  No access to transportation or car that is inoperable
(  Transportation is unreliable, or unaffordable
(  Transportation is limited or inconvenient
(  Transportation (including bus) is generally accessble for basic needs
(  Transportation is readily available, legal, etc
(  Client Doesn't Know
(  Refused

	Community Involvement
(  In Survival Mode, not applicable
(  Socially isolated, lacks skills or motivation to be involved in world
(  Lacks knowledge to be involved, or is new to community
(  Some community involvement, but has barriers such as transportation, childcare
(  Actively involved in some community group
(  Client Doesn't Know
(  Refused
	Safety
(  Home is not safe
(  Safety is threatened, temporary protection is available, but danger is high
(  Safety is minimally adequate; planning needed
(  Home is safe but future is uncertain; planning needed
(  Home is safe and stable
(  Client Doesn't Know
(  Refused

	Parenting Skills
(  Skills are lacking and no family support
(  Skills are minimal and limited family support
(  Skills present but still inadequate
(  Skills are adequate
(  Skills are very well developed
(  Client Doesn't Know
(  Refused
	Credit History
(  No credit history
(  Has outstanding judgements or bankruptcy/foreclosure, no credit repair plan
(  Has a credit repair plan
(  Has moderate credit rating
(  has good credit or management debt ratio
(  Client Doesn't Know
(  Refused


What these tiers mean:


-	Short Term or Diversion or Relocation "This homeless episode is probably a one-time deal for this family."


- 	Institutional Discharge. "One or more members of hh came directly from hospital/treatment/jail into your program."


- 	Chronic Sheltered  - "Family has used many shelters in the past."


- 	Chronic Unsheltered  "Family 'couch - surfs', or lives on street or in cars a lot."





For HPRP programs:  the three start dates:  Program Entry Date,  Assessment at Entry Date, Service Start Date


should all be the same and always START on the first day of a month:    








Literally Homeless


-	Sleeping in a place not meant for human habitation, such as: cars, parks, sidewalks, abandoned buildings, or the street;


-	Sleeping in an emergency shelter;


-	Staying in a hospital or other institution, if the person was sleeping in an emergency shelter or other place not meant for human habitation (cars, parks, streets, etc.) immediately prior to entry into the hospital or institution;


-	Graduating from, or timing out of, a transitional housing program for homeless persons.


Housed and at Imminent Risk


-	 Eviction in very near future








If At Risk of Homelessness, primary reason:





 Couch Surfing


 Completing Transitional Program


 Completing Jail / Prison Term


 Completing Hospital Stay / Treatment program


 Completing Military Service 


 Disability


 Divorce / Breakup / Family Conflict / Roommate Dispute 1


 Domestic Violence / Child Abuse


 Expiring use Building


 Financial – Rent Burdened 40%


 Financial – Rent Burdened 50% or more


 Hate Crimes / Fear of Reprisal


 Health / Medical Necessity


�
 Health / Safety Code Violations


 Landlord Action, due to tenant behavior 


 Landlord Non-Renewal, no fault


 Leaving Foster Home


 Loss of Temporary Subsidy (such as HPRP) 


 Need for Safety Animal


 Not on Lease, vulnerable to Eviction


 Public Action


 Sanitation Code Violations / Substandard Housing


 Substance Abuse Problem


 Client doesn't know (unacceptable answer for HPRP clients)


 Refused (unacceptable answer for HPRP clients)


 Other: please specify: ____________________________________





�
�
Client’s Street Address: _______________________________________________________	Current City:_______________________________


Current State: _______  Current Zip: ______________ Current Phone: __________________	Current Email: _____________________________





► Are HPRP Entry fields complete?     ( No           ( Yes








For HPRP programs:  the three end dates: Program Exit Date,  Assessment at Exit Datand  Service End Date 


should all be the same and always END on the last day of a month: 
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