
Housing Authority or Management Office Only 

Is this waitlist closed? Any other questions or concerns? Fill in the appropriate circle(s) below and fax this 

page to HousingWorks at the number below – and we will correct the problem. Hundreds of thousands of 

applicants check our free website to see what lists are open! Keeping us updated will save you many phone calls, 

reduces frivolous applications - and takes only 10 minutes a year. 

 This particular waitlist is closed: The only open waitlists we have at present are: 

________________________________________________________________________________ 

 This is not the correct application. The correct application is available by/from: 

________________________________________________________________________________ 

 Any other info you wish to tell HousingWorks? 

________________________________________________________________________________ 

Your position or title at this housing program: ____________________________________ 

Your signature:  _________________________________________________________________ 

HousingWorks Fax: 617-536-8561 

Dear 

I am applying to the following waitlist, which I believe is open: App Generated:  

1BR 60% AMI 

Don't staple the pages of this application together! 
1. Some providers scan the application, and if you staple, that means removing

staples from 1000 applications every week or month.

2. If you include a letter, don't staple that either: providers need to quickly get to
your waitlist data and your cover page just gets in the way.
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Head of Household’s FIRST Name 



Head of Household’s MIDDLE Name 



Head of Household’s LAST Name 



HoH’s SOCIAL SECURITY NUMBER GENDER HoH’s DATE OF BIRTH 
  

ETHNICITY RACE: Asian , Black, White, Native American, Pacific Islander, Multi-racial 
Also provide your race at right! Do NOT write Spanish, Hispanic, Latino here – and do NOT write your country! 

 

 YOUR MOTHER’S MAIDEN NAME 

YOUR HOME TELEPHONE SECOND TELEPHONE 



YOUR EMAIL ADDRESS 


CURRENT ADDRESS OR LONG-TERM CONTACT ADDRESS 

This is: 





SECOND CONTACT ADDRESS
This is: 





TOTAL HOUSEHOLD SIZE # BEDROOMS How much money does your family receive in a year? 
 # Adults # Children Total #   .0 0 

INCOME SOURCES 



MOBILE RENTAL ASSISTANCE, if any 



REQUESTED ACCOMMODATIONS 


SPECIAL CIRCUMSTANCES THAT SOME PROGRAMS MAY USE TO ASSIGN PRIORITY OR PREFERENCE 


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(Office Use Only) 

______________________

_ Date                  / Time 

Sargeant West II Apartments Application 

MOUNT HOLYOKE MANAGEMENT 

63 JACKSON STREET 

HOLYOKE, MASSACHUSETTS 01040 

Telephone: (413) 532-9268 

Facsimile: (413) 532-1843 

TTY to Voice: 711 MASS Relay 

PLEASE PRINT 

This is an application for housing in properties managed by Mount Holyoke Management, LLC. located in 

Holyoke, Massachusetts 01040. Please complete this application and return it to the rental office located at 63 

Jackson Street, Holyoke, Massachusetts 01040. Complete applications are placed in order of date and time 

received. An applicant may be interviewed only after the rental office receives the complete tenant application. 

A. GENERAL INFORMATION

Applicant Name(s)_________________________________________________________________________________

Address: _________________________________________________________________________________________
Street                                                                 Apt. #                                                              City/State                                              Zip 

Telephone # _____________________________No. of Bedrooms in current unit : ______________________

Do You Own ______ or Rent.  If Rental, amount of current monthly rental payment $ ____________________

Check Utilities Paid by You: Approximate monthly cost of utilities 

Heat $_____________ paid by you (excluding phone & cable TV) $ __________ 

Electricity $_____________ 

Gas $_____________ 

Other $_____________ 

Bedroom Size Requested: 

One Bedroom _________ 

Two Bedrooms _________ 

Three Bedrooms _________ 

Wheelchair Accessible _________ 

Visual/Hearing _________ 

Mount Holyoke Management LLC. is an Equal Housing Opportunity Company, with projects in compliance with 504 and 

Fair Housing Regulations. Mt. Holyoke Management LLC. accommodates any applicants who need assistance in filling out 

this application. 
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The Fair Housing Act prohibits discrimination in the sale, rental or financing of housing on the basis of race, 

color, religion, sex, disability, familial status, or national origin. Federal law also prohibits discrimination on 

the basis of age. Complaints of discrimination may be forwarded to the USDA, Office of Civil Rights, Room 

326-W, Whitten Building, 1400 Independence Ave., Se, Washington, D.C. 20250-9410. 

List ALL persons who will live in the apartment. List Head of Household First: 
Name Relationship 

to Head 

Marital 

Status 

M-married

D-divorced

S-single

L-legal separation

E-estranged 

Birth Date Age SS# Student 

Yes/No 

Head 

C-T 

3 

4 

5 

6 

7 

8 

Do you anticipate any additions to the household in the next twelve months?  Yes     No 

If yes, explain: __________________________________________________________________________________ 

Will all of the persons in the household be or have been full-time students during five calendar months of this year or 

plan to be in the next calendar year at an educational institution (other than a correspondence school) with regular faculty 

and students?  Yes   No 

If YES, Answer the following questions:  

If all of the occupants of the unit are full time students, has any student formerly received 

foster care assistance?  Yes   No 

Are any full-time student(s) married and filing a joint return?  Yes   No 

Are any student(s) enrolled in a job-training program receiving 

Assistance under the Job Training Partnership Act?  Yes   No 

Are any full-time student(s) a TANF or a title IV recipient?  Yes   No 

Are any full-time student(s) a single parent living with his/her 

Minor child who is not a Dependent on another's tax return?  Yes   No 

Name(s)__________________________________________________________________________________ 
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B. INCOME: LIST ALL SOURCES OF INCOME AS REQUESTED BELOW

FAMILY MEMBER NAME SOURCE OF INCOME AMOUNT 

a. Social Security Monthly Amount  $ ______________ 

Social Security  Monthly Amount  $ ______________ 

b. Pension Monthly Amount  $ ______________ 

Pension Monthly Amount  $ ______________ 

Source of Pension(s) ___________________________________________________ 

c. Veterans Benefits Monthly Amount  $ ______________ Claim # __________ 

d. SSI Benefits Monthly Amount  $ ______________ 

SSI Benefits Monthly Amount  $ ______________ 

e. Unemployment Comp Monthly Amount  $ ______________ 

Unemployment Comp Monthly Amount  $ ______________ 

f. TANF/Title IV Monthly Amount  $ ______________ 

g. Wages Gross $____________ Monthly Amount  $ ____________ 

Employer _______________________________________________________________ 

Position held ____________________________________________________________ 

How Long employed ______________________________________________________ 

h. Full Time Student Income (only full time students 18 and over)

Monthly Amount  $ _____________ Source 

Full Time Student Income (only full time students 18 and over) 

Monthly Amount  $ _____________ Source 

i. Alimony Monthly Amount  $ _____________ Source 

j. Child Support Monthly Amount  $ _____________ Source 

k.  Interest Income Monthly Amount  $ _____________ Source 

Intefest Icome Monthly Amount  $ _____________ Source 

l. Other Income Monthly Amount  $ _____________ Source 

Other Income Monthly Amount  $ _____________ Source 

m. Long Term Care Ins.  Monthly Amount  $ _____________ Source 

TOTAL GROSS ANNUAL INCOME (Base this on the monthly amounts listed above and multiply x 12) 

$__________________________ 

TOTAL GROSS ANNUAL INCOME FROM PREVIOUS YEAR  $__________________________ 
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Do you anticipate any changes in this income in the next 12 months?   Yes       No 

If Yes, please explain _________________________________________________________________________ 

C. ASSETS

Do you receive a Direct Express Debit Card? Y N If yes, please list the amount of the applicable monthly benefit
below: (for checking, average 6-month daily balance)

Checking Account(s) #______________________Bank_______________________Balance $ ________________ 

#______________________Bank_______________________Balance $ ________________ 

Savings Account(s)  #______________________Bank_______________________Balance $ ________________ 

#______________________Bank_______________________Balance $ ________________ 

Certificates# #______________________Bank_______________________Balance $ ________________ 

#______________________Bank_______________________Balance $ ________________ 

Credit Union  #______________________Bank_______________________Balance $ ________________ 

#______________________Bank_______________________Balance $ ________________ 

Savings Bonds  #______________________Maturity Date  Value $ __________________ 

#_______________________Maturity Date  Value $ __________________ 

Whole Life Insurance Policy #____________________Face Value $ ________________ 

Case Value of Life Insurance Policy $ _______________________ 

Mutual Funds 

Name: #Shares: 
 Interest or 
Dividend $ 

Value 
$ 

Name: #Shares: 
Interest or 
Dividend $ 

Value 
$ 

Stocks 

Name: #Shares: 
Dividen
d Paid $ 

Value 
$ 

Name: #Shares: 
Dividen
d Paid $ 

Value 
$ 

Bonds 

Name: #Shares: 
Interest or 
Dividend $ 

Value $ 

Investment Property 

Name: 
Appraised Value 
$ 

Real Property: Do you own any property?  Yes         No 

If Yes, type of property ___________________________________________________________________ 

Location  ___________________________________________________________________ 

Appraised Market Value  $___________________________________________________________________ 

Mortgage or Outstanding Loans Balance Due $  __________________________________________________________ 

Amount of Annual Insurance Premium  $ __________________________________________________________ 

Amount of Most Recent Tax Bill $ __________________________________________________________ 

Have you Sold/Disposed of Any Property in the Last 2 Years?  Yes         No
If Yes, type of property _________________________________________________________________ 

Market Value When Sold/Disposed of $_________________________________________________________________ 

Amount Sold/Disposed of for  $_________________________________________________________________ 

Date of Transaction _________________________________________________________________ 
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Have you disposed of any other Assets in the last 2 years (example: Given away money to relatives, set up Irrevocable Trust 

Accounts)?  Yes         No 

If Yes, Describe Asset _________________________________________________________________ 

Date of Disposition _________________________________________________________________ 

Amount Disposed  $________________________________________________________________ 

Do you have any other Assets not listed above (excluding personal property)?   Yes         No 

If Yes, list  _______________________________________________________________________________________ 

_______________________________________________________________________________________ 

D. MEDICAL/CHILDCARE/DISABLED ASSISTANCE EXPENSES

Medical Costs: Complete this part ONLY if Head of Household or Spouse is 62 or Older, Disabled or Handicapped. 

1. Medicare Premiums Monthly Amount $ _________________ 

Monthly Amount $ _________________ 

2. Medical Insurance Coverage-Name of Insurance Company __________________________________

Address ___________________________________________________________________________

Monthly Amount $ _________________ 

3. Anticipated Medical/Drug/Prescription/Non Prescription costs NOT covered by Insurance NOR

reimbursed: Monthly Amount $ _________________ 

4. Medical bills our outstanding costs you are making Monthly Payments for:

Balance due $___________________ Monthly Payments $________________

Payable to _____________________________________________________________________

5. Medical related travel costs Monthly Payments $________________ 

6. Projected costs NOT covered by Insurance NOR reimbursed for the next 12 months

Monthly Payments $________________ 

7. Any other Medical expenses: List type and Amounts:

_______________________________________ Monthly Payments $________________ 

Childcare Costs: Complete ONLY for children 12 and younger: 

Name(s) of Children cared for ___________________________________  Age ___________ 

___________________________________  Age ___________ 

___________________________________  Age ___________ 

___________________________________  Age ___________ 

Name & Address of person OR Agency caring for Children: ____________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Weekly cost for Childcare Due to Employment $_______________________ 

Weekly Cost for Childcare Due to Education $ $_______________________ 
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Disabled Assistance Expenses: Attendant care and/or apparatus expense that enables Disabled applicants or others in 

the household to work. Complete ONLY if Disabled Expenses allow someone in the household to work.   

11. List Type of Expenses  Weekly Amount Paid to whom: 
__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

___________________________________________________________________________________________ 

E. PROGRAM INFORMATION

Questions 1, 2 and 3 are optional 

1. Are you displaced?   Yes   No 

If Yes, Displacement Agency: __________________________________________________________________________ 

2. Is your current Unit Condemned/Substandard?   Yes   No 

If Yes, Describe ______________________________________________________________________________________ 

3. Are you paying more than 50% of your Gross Income for Rent and Utilities?  Yes    No 

4. Are you Applying for status as an "Elderly Household," where the tenant or co-tenant

is 62 or older, handicapped or disabled as defined by HUD?   Yes   No 

If Yes, do you realize you will be eligible for a $400 and Medical deduction? Please realize that your eligibility must be

verified.

5. Would you or anyone in your household benefit from a wheelchair or other handicapped accessible unit:  Yes    No 

6. If so, would you like to request an adapted unit?  Yes    No 

7. Are you currently living in Subsidized Housing?  Yes    No 

8. Have you ever resided in a Project financed and/or Subsidized by the Government?  Yes    No 

If Yes, Name & Address ________________________________________________________________________________ 

 ________________________________________________________________________________ 

9. Have you ever been evicted from Public Housing or any other Federal Housing Program?  Yes    No 

10. Have you ever been evicted from Other Housing?  Yes         No 

11. Have you ever been convicted of a felony?  Yes    No 

12. Are you currently using illegal drugs?  Yes        No 

13. Have you ever been convicted of sale, distribution, or possession of illegal drugs?  Yes    No 

14. Are you now, or will you become, a part time or full time student prior to move-in?

15. How did you hear about this housing?

16. Will you take an Apartment when one is available?  Yes    No 

17. Briefly describe your reasons for applying:

_________________________________________________________________

18. Are you a smoker?   Yes    No 

19. Are you a victim of domestic violence?   Yes    No 

20. Have you ever rented or lived in housing infested with bed bugs?  Yes    No 

21. Are you or any member of the applicants household subject to a lifetime state sex  offender registration

program in any state?  Yes    No 

22. Please list all states where you or any member of your household have resided:

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________
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F. REFERENCE INFORMATION

Current Landlord: Name  ________________________________________________________________________________ 

Address  ______________________________________________________________________________ 

Home Phone ___________________________  Business Phone ___________________________________ 

Previous Rental Information: 

Prior Landlord Name  _____________________________________________________________________ 

Address  _______________________________________________________________________________ 

Home Phone ___________________________  Business Phone ___________________________________ 

Prior Landlord Name  _____________________________________________________________________ 

Address  _______________________________________________________________________________ 

Home Phone ___________________________  Business Phone ___________________________________ 

G. CREDIT REFERENCES

1. Name ________________________________________ 2. Name ________________________________________

Address ______________________________________ Address ______________________________________

City/State/Zip__________________________________ City/State/Zip__________________________________

Phone________________________________________ Phone________________________________________

3. Name ________________________________________  4 Name ________________________________________ 

Address ______________________________________ Address ______________________________________ 

City/State/Zip__________________________________ City/State/Zip__________________________________  
Phone________________________________________

H. PERSONAL NON-RELATED REFERENCES

1. Name  ____________________________________________________________________________________ 

Phone ____________________________________________________________________________________ 

Address ____________________________________________________________________________________ 

2. Name  ____________________________________________________________________________________ 

Phone ____________________________________________________________________________________ 

Address ____________________________________________________________________________________ 

3. Name  ____________________________________________________________________________________ 

Phone ____________________________________________________________________________________ 

Address ____________________________________________________________________________________ 

In Case of Emergency Notify ________________________________________________________________________ 

Address  ________________________________________________________________________ 

Phone  ________________________________________________________________________ 

I. OTHER REQUIRED INFORMATION

VEHICLES: List any cars, trucks or other vehicles owned. (Parking will be provided for one vehicle. Arrangements with 

management will be necessary for more than one vehicle.) 

Type of  vehicle ______________________________Year/Make________________Color _____________________ 

License Plate #_______________________________Driver's License # _____________________________________ 

Type of  vehicle ______________________________Year/Make________________Color _____________________ 

License Plate #_______________________________Driver's License # _____________________________________ 
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PETS: Do you own any pets?  Yes    No 

If Yes, describe __________________________________________________________________________________ 

How did you hear about the apartments at Sargeant West II? 
Newspaper advertisement?  Yes    No 

Internet Web-site?     Yes         No      If yes, which one?  www.housingworks.net 

Property Sign?  Yes    No 

Word of Mouth:  Yes    No 

Local Agency Reference?  Yes    No 

Other: ____________________________________________________________________________ 

It is illegal to discriminate against any person on the basis of Race, Color, Religious Creed, National Origin, Ancestry, Sex, Age, Handicap (Disability), 

Sexual Orientation, Marital Status, Children, Veteran Status, and Public Assistance. If you feel you have been discriminated against, you may call the 504 

Coordinator at (413) 534-0955 x 104. 

I. CERTIFICATION/AUTHORIZATION

CERTIFICATION 

I/We hereby certify that I/we do/will not maintain a separate subsidized rental unit in another location. I/We further certify 

that this will be my/our permanent residence. I/We understand I/we must pay a security deposit for this apartment. I/We 

understand that my eligibility for housing will be based on Low Income Housing Tax Credits or Section 8 income limits 

(whichever is applicable) and by the management companies approved tenant selection criteria. I/We certify that all 

information in this application is true to the best of my/our knowledge and I/we understand that false statements or 

information are punishable by law and will lead to cancellation of this application or termination of tenancy after occupancy. 

SIGNATURE: 

TENANT ___________________________________________ CO-TENANT __________________________________ 

Dated _____________________________________________ Dated               __________________________________ 

AUTHORIZATION 

I/We do hereby authorize__________________________________and its staff or authorized representative to contact 

any agencies, local police departments, offices, groups or organizations to obtain and verify any information or 

materials which are deemed necessary to complete my/our application for housing in programs administrated/managed 

by Mount Holyoke Management Company. I/We further authorize Mount Holyoke Management Company to verify all 

information listed on this application. 

SIGNATURE: 

TENANT ___________________________________________ CO-TENANT __________________________________ 

Dated _____________________________________________ Dated               __________________________________ 

It is illegal to discriminate against any person on the basis of Race, Color, Religious Creed, National Origin, Ancestry, Sex, Age, Handicap (Disability), 

Sexual Orientation, Marital Status, Children, Veteran Status, and Public Assistance. If you feel you have been discriminated against, you may call the 504 

Coordinator at (413) 534-0955 x 104. 
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Most Recent Landlord_________________________________________________Phone# ______________________ 

Address of Landlord _______________________________________________________________________________ 

Monthly Rent $ ____________________Average Costs of additional Utilities $ _______________ 

Was Lease in your Name?  Yes         No If not, Whose Name was it in? ____________________________________ 

Dates of Residence _________________________________________________________________________________ 

IF LESS THAN 5 YEARS AT THAT ADDRESS, please list each address for last 5 year: 

Previous Address________________________________________________________________________________ 

Length of Tenancy  ______________________________From _____/_____/ _________To _____/_____/ _________ 

Name of Previous Landlord_________________________________________________________________________ 

Address of Landlord __________________________________________________ Phone# ____________________ 

Reason for Leaving _______________________________________________________________________________ 

 

Previous Address________________________________________________________________________________ 

Length of Tenancy  ______________________________From _____/_____/ _________To _____/_____/ _________ 

Name of Previous Landlord_________________________________________________________________________ 

Address of Landlord __________________________________________________ Phone# ____________________ 

 

Previous Address________________________________________________________________________________ 

Length of Tenancy  ______________________________From _____/_____/ _________To _____/_____/ _________ 

Name of Previous Landlord_________________________________________________________________________ 

Address of Landlord __________________________________________________ Phone# ____________________ 

Reason for Leaving _______________________________________________________________________________
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TO ALL APPLICANTS 

 

The following items are required at the time of application:  

Social Security Cards 

Birth Certificates 

Identification Document (ID) 

(For all members that will be living in the house hold) 

 

 

The following items are needed but not required at the time:  

4-5 Year rental history* 

Income Verification 

* If you have never rented before and/or never had a lease under your 

name, we require three (3) professional reference letters that are on letter head. 

 

 

We prefer that you not mail your application & any personal information 

(due to sensitive information) 

 

 

A TODOS LOS APLICANTES 

Información requerido:  

Tarjetas de Seguro Social 

Documentos de Identificaciôn (ID) 

Certificado de nacimiento 

 

 

Informacion necesitados:  

4-5 anos de historia de apartamento* 

Verificación de Ingreso 

* Si nunca tuviste un apartamento en su nombre o nunca rentado un 

apartamento, requerimos tres (3) cartas de recomendaciones profesionales. 

 

Favor de no enviar la aplicación y information personal por torreo. 
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OCCUPANCY 

The occupancy policy is to establish the size of a unit the family will occupy. However, it is not 

intended to judge the sleeping arrangements. The policy considers the size of the unit, the size of the 

bedrooms, and the number of bedrooms with the following factors: 

 

a. The number of person in the family; 

b. The age, sex and relationship of family members; 

c. The family's need for a larger unit as a reasonable accommodation; and 

d. Balancing the need to avoid overcrowding with the need to avoid underutilization of the space an 

unnecessary subsidy. 

 

If a family, based on the number of members, would qualify for more than one unit size, the family may 

close which unit size they prefer. 

 
 
Family members include: 
 

a. All full time members; 

b. Children expected to be born to a pregnant woman;  

c. Children in the process of being adopted by.an adult family member; 

d. Children whose custody is being obtained by an adult member; 

e. Children who will be residing in the unit; 

f. Children who are temporarily in a foster home who will return to in the household  

g. Children in joint custody arrangements who are present in the household 50% or more of the 

time; 
h. Children who are away at school. and-who live at home during recess; 
i. Live-in aides; and 
j. Foster adults. 

 

 

A single person may not occupy a unit with two or more bedrooms, except for the following 

persons: 

 

a. A person with a disability who needs the larger unit as a reasonable accommodation. 
 
 
Assigning a Smaller Unit Than Required  
 

A smaller unit than suggested by the occupancy policy may be assigned if the family requests the 

smaller unit and if all the following apply: 

 

a. The family is eligible for the smaller unit based upon the number of family Members, and 

occupancy of the smaller unit will not cause serious overcrowding. 

 



OMB Control # 2502-0581
Exp. (11/30/2015)

Optional and Supplemental Contact Information for HUD-Assisted Housing Applicants

SUPPLEMENT TO APPLICATION FOR FEDERALLY ASSISTED HOUSING
This form is to be provided to each applicant for federally assisted housing

Instructions: Optional Contact Person or Organization: You have the right by law to include as part of your application for housing,
the name, address, telephone number, and other relevant information of a family member, friend, or social, health, advocacy, or other
organization. This contact information is for the purpose of identifying a person or organization that may be able to help in resolving any
issues that may arise during your tenancy or to assist in providing any special care or services you may require. You may update,
remove, or change the information you provide on this form at any time. You are not required to provide this contact information,
but if you choose to do so, please include the relevant information on this form.

Check this box if you choose not to provide the contact information.

Applicant Name:

Mailing Address:

Telephone No: Cell Phone No:

Name of Additional Contact Person or Organization:

Address:

Telephone No: Cell Phone No:

E-Mail Address (if applicable):

Relationship to Applicant:

Reason for Contact: (Check all that apply)

Emergency

Unable to contact you

Termination of rental assistance

Eviction from unit

Late payment of rent

Assist with Recertification Process

Change in lease terms

Change in house rules

Other: ______________________________

Commitment of Housing Authority or Owner: If you are approved for housing, this information will be kept as part of your tenant file. If issues
arise during your tenancy or if you require any services or special care, we may contact the person or organization you listed to assist in resolving the
issues or in providing any services or special care to you.

Confidentiality Statement: The information provided on this form is confidential and will not be disclosed to anyone except as permitted by the
applicant or applicable law.

Legal Notification: Section 644 of the Housing and Community Development Act of 1992 (Public Law 102-550, approved October 28, 1992)
requires each applicant for federally assisted housing to be offered the option of providing information regarding an additional contact person or
organization. By accepting the applicant’s application, the housing provider agrees to comply with the non-discrimination and equal opportunity
requirements of 24 CFR section 5.105, including the prohibitions on discrimination in admission to or participation in federally assisted housing
programs on the basis of race, color, religion, national origin, sex, disability, and familial status under the Fair Housing Act, and the prohibition on
age discrimination under the Age Discrimination Act of 1975.

Signature of Applicant Date

The information collection requirements contained in this form were submitted to the Office of Management and Budget (OMB) under the Paperwork Reduction Act of 1995 (44 U.S.C. 3501-3520). The
public reporting burden is estimated at 15 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing
and reviewing the collection of information. Section 644 of the Housing and Community Development Act of 1992 (42 U.S.C. 13604) imposed on HUD the obligation to require housing providers
participating in HUD’s assisted housing programs to provide any individual or family applying for occupancy in HUD-assisted housing with the option to include in the application for occupancy the name,
address, telephone number, and other relevant information of a family member, friend, or person associated with a social, health, advocacy, or similar organization. The objective of providing such
information is to facilitate contact by the housing provider with the person or organization identified by the tenant to assist in providing any delivery of services or special care to the tenant and assist with
resolving any tenancy issues arising during the tenancy of such tenant. This supplemental application information is to be maintained by the housing provider and maintained as confidential information.
Providing the information is basic to the operations of the HUD Assisted-Housing Program and is voluntary. It supports statutory requirements and program and management controls that prevent fraud,
waste and mismanagement. In accordance with the Paperwork Reduction Act, an agency may not conduct or sponsor, and a person is not required to respond to, a collection of information, unless the
collection displays a currently valid OMB control number.

Privacy Statement: Public Law 102-550, authorizes the Department of Housing and Urban Development (HUD) to collect all the information (except the Social Security Number (SSN)) which will be
used by HUD to protect disbursement data from fraudulent actions.

Form HUD- 92006 (05/09)



form HUD-27061-H (9/2003) 1

 
Race and Ethnic Data U.S. Department of Housing OMB Approval No.  2502-0204 

Reporting Form and Urban Development   (Exp. 12/31/2007) 
 Office of Housing 
 

 
Name of Property                                   Project No.                                          Address of Property   

 

 
Name of Owner/Managing Agent                                                                          Type of Assistance or Program Title:  

 

 
Name of Head of Household                                                                            Name of Household Member 

 

Date (mm/dd/yyyy):   

 

Ethnic Categories* 
Select 
One 

Hispanic or Latino  

Not-Hispanic or Latino  

Racial Categories* 
Select 
All that 
Apply 

American Indian or Alaska Native 
 

Asian 
 

Black or African American 
 

Native Hawaiian or Other Pacific Islander 
 

White 
 

Other 
 

 
*Definitions of these categories may be found on the reverse side. 
 
There is no penalty for persons who do not complete the form. 
 
 
_____________________________________                                                      ____________________________ 

Signature                                                                                                   Date 
 

 Public reporting burden for this collection is estimated to average 10 minutes per response, including the time for reviewing instructions, 
searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. This 
information is required to obtain benefits and voluntary. HUD may not collect this information, and you are not required to complete this form, 
unless it displays a currently valid OMB control number. 
This information is authorized by the U.S. Housing Act of 1937 as amended, the Housing and Urban Rural Recovery Act of 1983 and Housing 
and Community Development Technical Amendments of 1984. This information is needed to be incompliance with OMB-mandated changes to 
Ethnicity and Race categories for recording the 50059 Data Requirements to HUD. Owners/agents must offer the opportunity to the head and co-
head of each household to “self certify’ during the application interview or lease signing. In-place tenants must complete the format as part of 
their next interim or annual re-certification. This process will allow the owner/agent to collect the needed information on all members of the 
household. Completed documents should be stapled together for each household and placed in the household’s file. Parents or guardians are to 
complete the self-certification for children under the age of 18. Once system development funds are provide and the appropriate system upgrades 
have been implemented, owners/agents will be required to report the race and ethnicity data electronically to the TRACS (Tenant Rental 
Assistance Certification System). This information is considered non-sensitive and does no require any special protection. 

 



Language Identification Cards 

Side 1 of 2 Instructions:  Place a check by the language spoken.   
 

Source:  Language Identification Flashcard - 2004 Census Test AOC 
U.S. Census Bureau, Economics and Statistics Administration, U.S. Department of Commerce 2012 
www.lep.gov/ISpeakCards2004.pdf  

 
 English 

 

 
Arabic 

 

 
Armenian 

 

 Bengali 

 

 
Cambodian 

 

 Chamorro 

 
 Simplified Chinese 

 

 Traditional Chinese 

 

 Croatian 

 

 Czech 

 

 Dutch 

 

 Farsi 

 

 French 

 

 German 

 

 Greek 

 

 
Haitian Creole 

 

 Hindi 

 

 Hmong 

 

 Hungarian 



Language Identification Cards 

Side 2 of 2  Instructions:  Place a check by the language spoken.   
 

Source:  Language Identification Flashcard - 2004 Census Test AOC 
U.S. Census Bureau, Economics and Statistics Administration, U.S. Department of Commerce 2012 
www.lep.gov/ISpeakCards2004.pdf  

 

 Italian 

 
 Japanese 

 

 Korean 

 

 
Laotian 

 
Kakōlleiki bọọk (box) in elaññe kwōjela kajin im waakin (read) majōl. Marshallese 

 

 
Polish 

 

 Portuguese 

 

 
Romanian 

 

 Russian 

 

 Serbian 

 

 Slovak 

 

 Spanish 

 

 Tagalog 

 

 Thai 

 

 
Tongan 

 

 Ukrainian 

 

 
Urdu 

 

 Vietnamese 

 
 Yiddish 
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