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Aging, Disability & Veteran Services Division
Emergency Housing Assistance Program
HOUSING ASSISTANCE INTAKE FORM

Date:        Staff Name:        Phone/Ext:        Agency:   Other:      
Client Name: Last:         First:         MI:       SS#:      
DOB:         Medicaid #:         Phone:      
Secondary Client Name: Last:         First:         MI:       SS#:      
DOB:         Medicaid #:         Phone:      
Current Address Apt Bldg:       Address:       Apt #:       City:       Zip:      
Monthly rent paid at this address: $0.00      Applicant is currently homeless
New Address (if moving) Apt Bldg:       Address:       Apt. #:       City:       Zip:      
Monthly rent applicant will pay at new address: $0.00
Race (check as many that apply)

 White/ Caucasian
 Black/ African American
 American Indian / Alaskan Native
 Native Hawaiian / Pacific Islander
 Asian

 Other, specify:       
 Not reported / Unknown 

Ethnicity

 Hispanic or Latino    Not Hispanic or Latino

 Not reported/ Unknown


Total Number in Household:      
 Single Individual
 Couple 
 Parent(s) with child(ren)
 Please specify all other household members not already listed on application (name/dob/relationship to applicant):      
Does applicant receive Supplemental Nutrition Assistance Program Benefits (SNAP)?  Y     N
Have you ever served in the military?  Y     N
Are you the surviving spouse of someone who served in the military?  Y     N

Are you in receipt of any veterans’ benefits?  Y     N
Monthly Income  $0.00
Please include all earnings, unemployment compensation, social security, public assistance, Veterans’ payments, survivor benefits, disability benefits, pension or retirement income, rent or property income, child support or other income.

Income Source

 Employment   Unemployment 

 Social Security Benefits (SSB)

 SSI  SSD  VA
 None 

 Other (including a spouse’s income):      
Other Resources/Assets $0.00
Combined value of any financial asset including retirement accounts, saving bonds, mutual funds, stocks, certificates of deposit and life insurance for client & spouse


Monthly Expenses
Rent/Mortgage  $0.00
 Essential utilities  $0.00
(gas, electric, water, sewer/garbage)

 Telephone 0.00
 Cable TV 0.00
 Car Payments 0.00
 Car Insurance 0.00
 Car Fuel/Oil 0.00
 Bus Fare 0.00
 Credit Card Payments 0.00
 Out-of-pocket medical costs 0.00
 Food 0.00
 Other (please specify)      
Total Monthly Expenses
$0.00
Income Minus Expenses
$0.00

Does applicant have a representative payee? Yes     No

If yes, is the representative payee   Agency or  Private

Payee Name:       Payee Phone:       Payee Fax:       Payee Address:      
Housing History 
How long has applicant lived at current or most recent address?      
How many times has applicant moved in the last five years?    0   1   2    3    4 or more

Has client been evicted in the past?   Yes     No   If yes, date:       
Please explain circumstances of eviction:     
Did applicant receive a 72 Hour Notice?  Yes (please attach)     No
Did applicant receive any other notices?  Yes (please attach)     No

What are the circumstances leading to this request?      
Housing Plan

If applicant is moving, is it to subsidized housing?   Yes      No   

If yes, which type?  HAP – Public Housing    Section 8    HUD    Other (specify):      
If type is Section 8, has HAP inspected and approved the new unit?  Yes     No 

If no, please specify date of scheduled inspection:      
What other resources have been explored?      [image: image2.png]Multnomah
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What has been done to address problems so they won’t occur in the future?      
Please check the type of assistance being requested; for rent/deposit and repair/adaptation requests, application must include vendor payment information.
 Rent/Deposit Assistance 
Amount requested for rent $0.00   Start Date:         End Date:      
Amount requested for deposit $0.00   Move-in Date:      
Does deposit include last month’s rent?  Yes     No

What portion of the deposit is refundable? $0.00 
Has property ownership been verified with Taxation Office (503-988-3326)  Yes     No

 Minor Home Repair/Adaptation
 Home Repair    Home Modification/Adaptation
Has applicant obtained three quotes for service? Yes     No

Additional information if applicable:      
Vendor Payment Information (required for Rent/Deposit and Repair/Adaptation requests)
Check(s) payable to:      
Vendor Contact Name:      
Phone Number:       Phone Extension:      
FAX NUMBER:        and/or EMAIL ADDRESS:      
Any additional payment information:      
 Housing Support Service (ADVSD will identify vendor/contract)
Assistance for moving, muck-out, and bed bug treatment preparation is authorized through contract providers. Instructions on how to access contract services will be provided when the application for assistance is approved. 
Please check one of the following: 
 Moving     Muck Out      Bed Bug Treatment Preparation
If request is for muck-out or bed bug mitigation, please supply name of the management company      , contact name       and phone number      . Submit remedy notice or preparation task list with this application.
For Central Office Use Only:

Contracted Agency Assigned to Case:        Prior Assistance:  Yes   No; If yes, when:      
Comments:       

Please email this completed form (as an attachment) to: adsemergencyhousing@multco.us 

Aging & Disability Services Division
Emergency Housing Assistance Program
HOUSING ASSISTANCE REQUEST/RELEASE

I certify the foregoing statements are true and correct to the best of my knowledge. I understand that the above information may be released to agencies in the Aging and Disabilities Services Network, as needed, in determining eligibility and/or providing services to me and my family. I also authorize Multnomah County Aging & Disability Services division to speak to my payee about financial and health-related information. The information provided here is subject to verification by authorized local or federal officials.

We, the undersigned, have participated in the development of this Housing Case Plan.  

I hereby authorize the release of the above information for the purpose of evaluating my request for assistance and for further follow-up research.
(
	
	Applicant Signature
	
	Date


(
	
	Interviewer Signature
	
	Date
	
	Agency/Phone
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