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Please complete one sheet for each person served, whether they are an individual or a family member

Evaluation Date: __________
Do you need an interpreter/language line?  ____ Yes
____ No
Language:  ________________________
Step 1: Housing Status Eligibility Screening

Client name: First: __________________________ MI: _______ Last: __________________________________

Social Security Number:  _________________________
SSN Type: ___Full ___Partial ___Don't know ___Refused    
Date of Birth:  ______________________


DOB Type:  ___Full ___ Approximate or Partial   



mm/dd/yyyy format
Race:  (if client identifies with multiple races, please indicate P= Primary S= Secondary)
___ White
___ Black/African American
___ Asian

___American Indian or Alaska Native

___ Native Hawaiian or Other Pacific Islander
___ Don't know

___Refused

Ethnicity:  ____Hispanic/Latino
____Other (Non-Hispanic/Latino)
_____ Don't know
____ Refused
Gender:  ___ Female   ____ Male ___TG Male to Female ___TG Female to Male ___ Other ___ Don't know ___ Refused  

Does client have a disability of long duration:  _____Yes     _____No ____Don't know ____Refused

U.S. Military Veteran/served in armed forces (only 18 and older):  ____Yes     ____No ____Don't know ____Refused

Questions in this box are only required of adults (18 and over) and unaccompanied youth (17 and under)
Type of living situation on the night before program entry (i.e. last night):

_____ Emergency shelter
_____ Rental by Client no subsidy 
_____ Safe Haven

_____ Transitional housing for homeless
_____ Owned by Client no subsidy
_____ Rental by client w VASH

_____ Permanent housing for homeless
_____ Staying / living w family 

_____ Rental by client w other subsidy
_____ Psychiatric Hospital / facilities
_____ Staying / living w friend

_____ Owned by client w subsidy
_____ Substance Abuse facility
_____ Hotel / Motel no ES voucher
_____ Other
_____ Hospital (non-psychiatric)
_____ Foster care home / group home
_____ Don't know
_____ Jail, Prison or Juvenile Detention facility
_____ Place not for human habitation
_____ Refused

Length of stay at location selected above:  ____ 1 week or less     ____ More than 1 week but less than 1 month


____ 1 to 3 months
____ More than 3 months but less than 1 year
_____ 1 year or longer

____ Don't know
____ Refused

Zip code of last permanent address: _________________________ 
Zip Code Type: ____ Full or Partial ___ Don’t know     _____ Refused to answer

County of last permanent address: ______________________________________

Are you a Domestic Violence survivor? ____ Yes
____ No
Note: DV Hotline 874-1973
If yes, how long ago?
____ less than 3 months ago
____ 3 to 6 months ago
____ 6 to 12 months ago

____ more than 1 year ago
____ Don’t Know
____ Refused
Current Housing Status:
_____ Literally Homeless (in a place not meant for human habitation; in a shelter; in a hospital but having been in Emergency Shelter or unsheltered prior to the hospital stay; having left Transitional Housing last night or timing out of Transitional Housing; or being a recent DV victim)
_____ Housed and at imminent risk of losing housing (being evicted from a private unit; being discharged from corrections or a hospital; or in condemned housing with no subsequent housing available and inadequate resources)
_____ Housed and at risk of losing housing (doubled up; at risk due to high housing costs; experiencing conflict or other conditions that put housing at risk and client has inadequate resources; danger not immediate.)
_____ Stably Housed (not at risk of losing housing)
_____ Don’t know
_____ Refused
How Imminent is the Risk of Homelessness?


_____ Less than 7 days
_____ 7-14 days

_____ 15-30 days

_____ more than a month


Housing Status Eligibility Determination

_____ meets housing status criteria for HPRP – recommended for income eligibility screening

_____ not appropriate for HPRP at this time; referred to:  
____ DHHS 
____ GA
____ Food bank/Soup kitchen


____ Other (____________________________________)
Step 2: HPRP Income Eligibility Screening

Income received from any source in last 30 days

___ No

___ Yes

___ Don't know

___ Refused
Source and Amount of Income
Receiving income 
$ Monthly Amount from Source

Earned income
___ No ___Yes
__________________

Unemployed insurance
___ No ___Yes
__________________

Supplemental Security income (SSI)
___ No ___Yes
__________________

Social Security disability income (SSDI)
___ No ___Yes
__________________

Veterans disability income
___ No ___Yes
__________________

Private disability insurance
___ No ___Yes
__________________

Workers compensation
___ No ___Yes
__________________

Temporary Assistance for Needy Families (TANF)
___ No ___Yes
__________________

General Assistance (GA)
___ No ___Yes
__________________

Retirement income from Social Security
___ No ___Yes
__________________

Veteran's pension
___ No ___Yes
__________________

Pension from a former job
___ No ___Yes
__________________

Child Support
___ No ___Yes
__________________

Alimony or other spousal support
___ No ___Yes
__________________

Other source
___ No ___Yes
__________________


Total Monthly Income:
$_________________ x 12 = $_________ 


Estimated AMI
Non-Cash benefit received from any source in last 30 days

___ No


___ Yes


___ Don't know


___ Refused

Source of non-cash Benefit
Received Benefit

Supplemental Nutrition Assistance Program (SNAP – Food Stamps) 
___ No ___Yes

MEDICAID health insurance (Maine Care)
___ No ___Yes

MEDICARE
___ No ___Yes

State Children's Health Insurance Program (SCHIP)
___ No ___Yes

Special Supplemental Nutrition Program for Women, Infants and Children (WIC)
___ No ___Yes

Veterans Administration (VA) Medical Services 
___ No ___Yes

TANF Child Care services
___ No ___Yes

TANF transportation services
___ No ___Yes

Other TANF-funded services
___ No ___Yes

Section 8, public housing, or other rental assistance
___ No ___Yes

Other Source
___ No ___Yes


Income Eligibility Determination

_____ meets income criteria for HPRP – recommended for full HPRP Assessment

_____ not appropriate for HPRP at this time; referred to:  
____ DHHS 
____ GA
____ Food bank/Soup kitchen


____ Other (____________________________________)
CERTIFICATIONS:  By signing below I confirm that all information reported on this form is accurate and complete to the best of my knowledge.  As the applicant, I also consent to having the above information entered into the statewide Homeless Management Information System (HMIS), and I further consent that information collected about me may shared among HPRP agencies.  I understand and consent that information about me may be used in a non-identifying manner for statewide statistics and research.
_____________________________________________
_____________________________________________

Applicant’s Signature
Date
Screener’s Signature
Date

Updated 9/15/2009


