LA SHELTER PLUS CARE PSH PROGRAM

SHELTER PLUS CARE ELIGIBILITY

Eligibility Factors for Applicants

I. The S+C program requires that participants in the program meet the following criteria: (see the S+C Policies and Procedures Manual for more information)

A. Homeless, as defined by the Stewart B. McKinney Homeless Assistance Act as funded by the U.S. Department of Housing and Urban Development [42 USC 11302]; AND

B. Disabled, as defined by the U.S. Department of Housing and Urban Development [24 CFR 582.5]; AND

C. The household’s annual income may not exceed the very low income limit, as established by the U.S. Department of Housing and Urban Development, and the applicant must need the subsidy. 

HOMELESS

I.  Definition of Homelessness

In order to qualify for the Hurricane Recovery Shelter + Care, the applicant must meet HUD’s definition of homelessness according to one of the following categories.  Please identify the appropriate category and provide the required documentation.

(Please note: if the applicant does not meet the criteria of one of the categories listed below, then an application should not be submitted.)

	Homeless Situation
	Documentation Required

	On the streets or places not meant for human habitation (i.e. park, abandoned car, homeless encampment)
	· Certification from an outreach worker or organization on agency letterhead stating current location and length of time in that location;

· If unable to verify in this manner, the applicant or staff member may prepare a short written statement about the applicant’s previous living place and have the applicant sign and date the statement

	Emergency Shelter
	Written, signed and dated verification from the shelter on their letterhead stating the applicant has been a resident

	Transitional Housing but having come from the streets or emergency shelter
	1. Signed statement from the transitional housing staff indicating that the applicant is a resident; and
2. Referring agency’s signed and dated verification (from the applicant’s file) stating the applicant’s homeless status when he/she entered the program

	Short-term stay (up to 30 consecutive days) in an institution but having come from the streets or emergency shelter
	1. Written verification, on letterhead, from institution’s staff that the applicant has been residing in the institution for less than 31 days; and
2. Information on the previous living situation.  Preferably, this will be the institution’s written, signed and dated verification (on letterhead) of the individual’s homeless status when he/she entered the institution


II.  Verification of Homelessness

	Homeless Situation:
	Then you need to:
	Documentation Required:

	On the streets or places not meant for human habitation
	Document homeless status
	· Certification from an outreach worker or organization on respective agency letterhead 

· If unable to verify in this manner, the participant or a staff member may prepare a short written statement about the participant’s previous living place and have the participant sign the statement and date it.

	Emergency Shelter
	Verify from the emergency shelter staff that the person has been residing at the emergency shelter
	· Written, signed, and dated verification from the shelter on their letterhead, stating the individual has been a resident.

	Transitional/Supportive Housing but having come from the streets or emergency shelter
	Verify with the transitional housing staff that the participant has been residing at the transitional housing 
	1. Signed statement from the transitional housing staff indicating that the individual is a resident; and
2. Referring agency’s signed and dated verification (from the participant’s file) stating the individual’s homeless status when he/she entered the program.

	Short-term stay (up to 30 consecutive days) in an institution but having come from the streets or in an emergency shelter
	Verify from the institution staff that the participant has been residing at the institution and was homeless before entering the institution
	1. Written verification, on letterhead, from institution’s staff that the participant has been residing in the institution for less than 31 days; and
2. Information on the previous living situation.  Preferably, this will be the institution’s written, signed, and dated verification (on letterhead) of the individual’s homeless status when he/she entered the institution.


DISABILITY

I.  Definition of Disability
The definition of disabled [24 CFR 582.5] that is used as the basis for determining eligibility in the S+C program is:

"Persons with disabilities" – a household composed of one or more persons at least one of whom is an adult who has a disability. 

1. A person shall be considered to have a disability if such person has a physical, mental, or emotional impairment which is expected to be of long-continued and indefinite duration; substantially impedes his or her ability to live independently; and is of such nature that such ability could be improved by more suitable housing conditions.

2. A person will also be considered to have a disability if he or she has a developmental disability, which is a severe, chronic disability that –

(i) Is attributable to a mental or physical impairment or combination of mental and physical impairments;
(ii) Is manifested before the person attains age 22;
(iii) Is likely to continue indefinitely;
(iv) Results in substantial functional limitations in three or more of the following areas of major life activity;

(A) Self-care
(B) Receptive and expressive language;
(C) Learning;
(D) Mobility;
(E) Self-direction;
(F) Capacity for independent living; and
(G) Economic self-sufficiency; and

(v) Reflects the person’s need for a combination and sequence of special, interdisciplinary, or generic care, treatment, or other services that are of lifelong or extended duration and are individually planned and coordinated.

Key to the definition is determining that the impairment is of long-continued and indefinite duration AND substantially impedes the person’s ability to live independently. For example, drug or alcohol abuse or an HIV/AIDS condition that does not substantially impede a person’s ability to live independently does not qualify as a disability in the S+C Program.  Written documentation that a person’s disability meets the program definition must come from a credentialed psychiatric or medical professional trained to make such a determination.  The possession of a title such as case manager or substance abuse counselor does not by itself qualify a person to make that determination.  "Self-certification" is also unacceptable.  SA’s must have written documentation in their tenant files that qualifies each participant as having met the program definition of "disabled." 

II. Verification of Disability
a) Verified through signed Verification of Disability Form or
b) Verified through receipt of Supplemental Security Disability Income (SSDI) if the SA obtains written verification from the Social Security Administration that the disability is one of the targeted populations within the grant 

LA SHELTER PLUS CARE PSH PROGRAM

VERIFICATION OF DISABILITY FORM

DATE:







TO:





FROM: 









    has applied for housing assistance under the Shelter Plus Care program of the U.S. Department of Housing and Urban Development (HUD).  HUD requires the verification of all information that is used in determining this person’s eligibility or level of benefits.

We ask your cooperation in completing the attached form and returning as quickly as possible to the provider listed above.  Your prompt return of this information will help assure timely processing for housing assistance.  Enclosed is the release completed by the applicant consenting to the release of information about their disability.

Please do not hesitate to call with any questions or concerns.

Sincerely,

LA SHELTER PLUS CARE PSH PROGRAM
VERIFICATION OF DISABILITY FORM

INSTRUCTIONS:  A qualified professional with one of the following credentials (MD, DO, LCPC, LCSW, APRN-BC, NP) must complete this form.  Sections 1, 2 and 3 of the form apply to: 










DOB:



SECTION 1:  APPLIES TO INDIVIDUALS WITH PSYCHIATRIC DISABILITIES, CHRONIC SUBSTANCE ABUSE AND HIV/AIDS

The above named individual is an adult having a physical, mental, or emotional impairment that:

(a) is expected to be of long-continued and indefinite duration 

AND

(b) substantially impedes the person’s ability to live independently 
AND

(c) is such that the person’s ability to live independently could be improved by more suitable housing conditions.  

If a, b, and c above are true then please check ‘Yes’, otherwise check ‘No’   FORMCHECKBOX 
  YES   
   FORMCHECKBOX 
  NO
--------------------------------------------------------------------------------------------------------------------------------------------
SECTION 2:  APPLIES TO INDIVIDUALS WITH DEVELOPMENTAL DISABILITIES 

The above named individual is an adult with a chronic and severe developmental disability which:

(a) is attributable to a mental and/or physical impairment or combination mental and physical impairments; AND

(b) was manifested before the person attained age 22; AND
(c) is likely to continue indefinitely; AND
(d) results in substantial functional limitations in three (3) or more of the following areas of major life activity:  self-care; receptive and expressive language; learning; mobility; self-direction; capacity for independent living; and economic self-sufficiency; AND
(e) reflects the person’s need for a combination and sequence of special interdisciplinary or generic care, treatment, or other services which are of lifelong, or extended duration and are individually planned and coordinated.

If a, b, c, d, e and f above are true then please check ‘Yes’, otherwise check ‘No’   FORMCHECKBOX 
  YES   
   FORMCHECKBOX 
  NO

--------------------------------------------------------------------------------------------------------------------------------------------

SECTION 3: Applies to all applicants

The individual named above is an individual with (a):  (Check all that apply)

 FORMCHECKBOX 
  Psychiatric Disability


 FORMCHECKBOX 
  Chronic Alcohol Abuse

 FORMCHECKBOX 
  HIV/AIDS 




 FORMCHECKBOX 
  Chronic Substance Abuse

 FORMCHECKBOX 
  Other Disability ___________________

Name and credentials of Provider



Agency and Telephone Number


Signature






Date
III.  Verification of Chronic Homeless Status (if needed)
As needed, SAs shall utilize the following forms to assist with documenting chronic homelessness of S+C participants. 
Chronically Homeless Qualification Checklist
Instructions: This suggested checklist may be used as a guide for staff of a program serving chronically homeless persons to assure that participants meet program regulation eligibility. It should be accompanied by supporting documentation of both disability and homelessness. Together, these documents must be maintained in the client’s file. 

Client Name:_____________________________________ 

HUD defines a Chronically Homeless person as: an unaccompanied homeless person (a single homeless person who is alone and is not part of a homeless family and not accompanied by children) with: 

Part I. A Disabling Condition. Check appropriate box(es): 
 FORMCHECKBOX 
  A diagnosable substance abuse disorder 

 FORMCHECKBOX 
  A serious mental illness 

 FORMCHECKBOX 
  A developmental disability 

 FORMCHECKBOX 
  A chronic physical illness or disability, including the co-occurrence of two or more of these conditions. 

Part I is supported by a letter from a medical professional attesting to the presence of the condition. 

 FORMCHECKBOX 

Yes 

 FORMCHECKBOX 

No 

Part II. Chronically Homelessness Status. Check ONE: 
 FORMCHECKBOX 

Has been continuously homeless for a year or more. 

(HUD defines “homeless” as “a person sleeping in a place not meant for human habitation (e.g. living on the streets for example) OR living in a homeless emergency shelter.) 
 FORMCHECKBOX 

Has had four (4) episodes of homelessness in the last three (3) years. 

(HUD defines “homelessness” as “sleeping in a place not meant for human habitation (e.g. living on the streets for example OR living in a homeless emergency shelter.) 
Part II is supported by Third Party Certification, which includes dates and locations of homelessness, from one or more of the following: Check ALL that apply 
 FORMCHECKBOX 

Certification letter(s) from an emergency shelter for the homeless. 

 FORMCHECKBOX 

Certification letter(s) from a homeless service provider or outreach worker. 

 FORMCHECKBOX 

Certification letter(s) from any other health or human service provider. 

 FORMCHECKBOX 

Certification Self-Statement signed by the client. 

Staff Name: _________________________________________ Staff Title: _______________________ 

Organization: ________________________________________

Signature: ____________________________________________ Date: _______________________

Chronically Homeless Third Party Verification Form

Instructions: This template may be sent to homeless service providers requesting their verification of the chronically homeless status of an individual known to them. This template letter may be copied onto letterhead or recreated with the same content and printed on letterhead.
Date:_________________ 

To: 

_________________________ 

_________________________ 

_________________________ 

Dear _______________________, 

________________________________ has applied to receive the services of a McKinney-Vento funded program serving chronically homeless persons. To qualify, the homeless person must be determined to be chronically homeless as defined by the U.S. Department of Housing and Urban Development. Please complete this certification and fax it to my attention as soon as possible at the following fax number: (______)__________. 

This information will be used for the purpose of determining the chronic homeless status of the above-named homeless person. If you have any questions please do not hesitate to contact me at the following telephone number: (______)__________. 
Sincerely,

__________________________________________
I hereby authorize the release of the requested

(Signature)
information.

__________________________________________
_____________________________________

(Title)
(Signature of S+C Participant)

Instructions: Please provide certification on letterhead stationery.  This recommended template can be copied onto letterhead or recreated with the same content and printed on letterhead. 

Certification 
I certify that ________________________ stayed at _________________________________ 

(Client’s Name) 



(Facility/ Program Name) 
for the following period of time: 

(1) between:______/_________/________ and :______/_________/________ 

(2) between:______/_________/________ and :______/_________/________ 

(3) between:______/_________/________ and :______/_________/________ 

(4) between:______/_________/________ and :______/_________/________ 

Additional detail about the client’s episodes of homelessness may be written below. 
Before coming to this facility, the homeless person resided at_____________________________. 

	This facility is classified as one of the following types of facilities/programs: 
 FORMCHECKBOX 
  Emergency Shelter
	

	 FORMCHECKBOX 
  Transitional Housing 
	 FORMCHECKBOX 
  Correctional Facility 

	 FORMCHECKBOX 
  Permanent Housing 
	 FORMCHECKBOX 
  Substance Abuse Facility 

	 FORMCHECKBOX 
  Medical Institution 
	 FORMCHECKBOX 
  Mental Health Institution
 FORMCHECKBOX 
  Other: __________________________ 


Signature: _________________________________________ Date: _____________________ 

(Signature of Facility Staff) 

Title: ______________________________________________Phone: _____________________

Chronically Homeless Self-Statement Certification Form
Instructions: This template for a Self-Statement Certification may be used when a homeless person applying to a program serving chronically homeless persons lacks connections with service providers to complete a Third Party Verification of a history of chronic homelessness. This Self-Statement should be maintained in the client’s file.
I certify that I was homeless (that is sleeping in a place not meant for human habitation such as living

on the streets) OR living in a homeless emergency shelter during the following period(s) of time: 
Between Example: Jan., 2005 
and Aug., 2005 

I lived at Lifeline Shelter, Cleveland 
Between _____________________ and _____________________ I lived at _____________________
Between _____________________ and _____________________ I lived at _____________________

Between _____________________ and _____________________ I lived at _____________________

Between _____________________ and _____________________ I lived at _____________________

Between _____________________ and _____________________ I lived at______________________

Between _____________________ and _____________________ I lived at______________________

Between _____________________ and _____________________ I lived at ______________________
What else would you like to share about your history? 
For example, “I cannot remember the name of the place where I was living during the fall of 2004 but I believe that it was a homeless emergency shelter. I have problems with my memory from that time due to an illness.” 
I certify that the above information is correct. 

____________________________ 





_____________ 

(Signature of Client) 






(Date) 

I reviewed the above statement with the client. 

___________________________ 

________________________ 

_____________ 
(Signature of Staff Witness) 

(Organization) 



(Date)
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