YACM/PBH
Shelter Plus Care Housing Referral
Staff Member Submitting Referral ______________________________________   Date ________________

Applicant

Name ___________________________________________________________________________________    

Current Address ___________________________________________________________________              

                                                                                               Race:       Pacific Islander ______   Caucasian ___
Phone Number  ________________________                            African American ____    Hispanic ____                                                                                                      
                                                                                                               Native  American ____     Asian _______

Email Address_______________________________

Date of Birth _____________________________   Gender __________________Veteran______Yes_______No
Social Security Number _____________________              Case # __________________

Is applicant a resident of Cabarrus, Davidson, Rowan, Stanly, or Union County?  Yes____ No____  If so, which county? _______________ How long has applicant been a resident of that county?_____________  If applicant has lived in that County for less than one year, please indicate his/her place(s) of residence during the two-year period prior to the move to that County. _________________________________________________________________

How long has applicant received mental health treatment from Piedmont Behavioral Healthcare or one of its contracted Network Providers? ______________

Primary Disability:

               Severe Mental Illness _______                                   Aids or Related Diseases _________

               Chronic Alcohol or Other Drug Abuse _________    Other Disabilities (Please Specify)

               Severe Mental Illness and Chronic Alcohol
        _________________________________

               Or Other Drug Abuse                                                   _____________________________________

Diagnoses: *             Axis I   ________________________________________________________________

                                  Axis II _________________________________________________________________

                                  Axis III _________________________________________________________________

                                   Axis IV  ________________________________________________________________

                                   Axis V   _________________________________________________________________

   *  If applicant has a diagnosis or history of substance abuse or dependence, please

       indicate the number of months/days that he/she has remained substance free ________________

       Has this “clean time” has verified by urine screens? ____________________________________

Previous Institutional Experience:  (Psychiatric Hospital, Juvenile Treatment Center, Prison/Jail, Substance Abuse Facility, etc. _________________________________________________________________________________

Where is applicant living at this time? ______________________________________________________________

How long has applicant lived in his/her current situation? ______________________________________________

Has applicant submitted an application to their local Housing Authority for a Section 8 Voucher Or public housing?  Yes ________   No _________

Type of Income                    Amount                           Type of Income                          Amount
SSI                             __________________         Employment Income              __________________


SSDI                          __________________          Unemployment Benefits       ___________________

Social Security           __________________         Food Stamps                          ___________________

AFDC                         __________________         Medicaid                                ___________________

Child Support             __________________         No Financial Resources         ___________________

Veterans Benefits       __________________         Other (Please Specify)           ___________________

Family Members Who Will Be Living With Applicant:

Name                                                        
   Gender                                      Age

   _____________________________________                     ____________                               _________

  _____________________________________                     ____________                               _________

  _____________________________________                     ____________                               _________

         Please indicate in the space below the reasons you feel this individual should receive priority housing.

                              

CHECKLIST OF BASIC HEALTH/SAFETY SKILLS

Directions:  This checklist should be completed by staff who is acquainted with the capabilities of the client being referred to the Housing Committee.  Through the staff’s knowledge and the client’s self report, indicate whether the client has the skill listed by circling “Y” for yes and “N” for no or “UNK” for unknown.  If N or UNK is circles, please include a brief description of how this skill deficit will be compensated for or taught.

Client’s Name ___________________________________________      Case Number ______________________

A. EMERGENCY RESPONSE

               Recognizes emergency situations (fire, injury, illness)
                        

Y      N     UNK

               Knows to evacuate in case of emergency/fire 

                       


Y      N     UNK

               Knows how to call 911



                        
Y      N     UNK 

               Can communicate clearly and effective with emergency personnel               

Y      N     UNK

               Knows address




            
Y      N     UNK

               Knows telephone number                                                                                

Y      N     UNK

               Knows what to do when weather warnings come on television                      

Y      N     UNK

                                                          Checklist of Basic Health/Safety Skills
Directions: This checklist should be completed by staff that is acquainted with the capabilities of the client being referred for Shelter Plus Care. Through the staff’s knowledge and the client’s self report, indicate whether the client has the skill listed by circling “Y” for yes and “N” for no or “UNK” for unknown. If N or UNK is circled, please indicate a brief description of how this skill deficit will be compensated for or taught.

Client’s Name____________________________________________ Case Number (if applicable)___________
A. EMERGENCY RESPONSE

           Recognizes emergency situations (fire, injury, illness)

                             Y      N     UNK

           Knows to evacuate in case of emergency/fire



                             Y      N
  UNK

           Knows how to call 911





Y      N     UNK

           Can communicate clearly and effectively with emergency personnel                              Y      N     UNK

           Knows address





Y      N     UNK

           Knows telephone number





Y      N     UNK

           Knows what to do when weather warnings come on television or radio       
              Y      N     UNK
             Knows when and how to call for psychiatric and medical assistance             

Y      N     UNK

B. FIRE SAFETY

               Does not smoke in bed





Y      N     UNK

               Properly extinguish cigarettes





Y      N     UNK

               Knows how and when to turn stove off and on and does so                            

Y      N     UNK

               Knows how to operate fire extinguisher if available



Y      N     UNK        

C. HOME SAFETY

               Knows the smell of natural gas and what to do if excessive                             
Y      N     UNK

               Knows what to do when a stranger comes to the door


 
Y      N     UNK

               Knows what to do if a police officer comes to the door


 
Y      N     UNK

               Knows how to plug/unplug appliances





Y      N     UNK

               Knows how to use knives, scissors and other sharp objects safely                   
Y      N     UNK

               Knows how to operate the lock with the key                                                    
Y      N
   UNK

               Knows common caution warnings/signs (poison, flammable, hazardous)       
Y      N
   UNK

D. HOME MAINTENANCE

         Knows reasons to call maintenance                                                                    
Y     N     UNK 

         Knows who and how to call for maintenance 



   

Y     N     UNK

         Knows how to prepare simple meals





Y     N     UNK   

         Knows how to distinguish spoiled food                                    
                
Y     N     UNK

         Knows the difference between clean and dirty                                                    
Y     N     UNK

         Has minimal cleaning skills:   wipes up spills



    

Y     N     UNK

                                                          washes dishes



    

Y     N     UNK

                                                          takes out trash when appropriate                         
Y     N     UNK

                                                          flushes toilet                                                        
Y     N     UNK

         Knows how to regulate the thermostat                                                                 
Y     N     UNK

E. OTHER

                Knows basic personal hygiene (toileting, bathing, shampooing)                         
Y     N    UNK

                If medication is in the home, knows how to take it correctly                              
Y     N    UNK

                Knows the value of coins, currency and food stamps                                          
Y     N    UNK

                Knows how to make contacts outside the home to prevent isolation                   
Y     N    UNK
Completed By: ________________________________________Date_______________________
  No family member owns stocks, bonds, trusts, pensions, or other assets, 

  or _______ a list of such assets are attached.

  No family member has disposed of any assets for less than their fair market value 
                                during the last two years, or  _______  a list of those assets is attached.

                            ADDITIONAL CERTIFICATIONS (complete each item)

                            The applicant and Program Representative certify that the applicant:

                            _______ is disabled/handicapped as defined (verification attached)

                           _______ does not have a legal guardian 

                          or _____ verification of legal guardian is attached

                            _______ does not have regular expenses for childcare for a child under 12 


                           or _____ verification of such childcare expenses are attached

                            _______ does not pay the cost of attendant care or equipment to enable household

                                           member to work 

                            or _____ verification of these expenses is attached

                             _______ chooses not to report and consent to verification of medical expenses 

                            or _____verifications are attached to medical expenses

                            As the applicant for housing, I certify that all of the above information is true, and I 

                            authorize the undersigned Program Representative to verify any and all information in 

                            this application.  I understand that providing false information on this application may

                            result in denial or termination of assistance.

                            Applicant __________________________________________  Date ______________

                           Program Representative _______________________________ Date ______________

To Be Completed By YACM or PBH Staff





Applicant was interviewed on _____________________  for  _______________________________________.





Applicant was provided housing on ________________.





Applicant was not provided housing for the following reason(s):





Refused to Participate  _____    No Vacancies _____  Not Homeless _____   Not Known _________


Did Not Meet Eligibility Requirements  (Please Specify) 





__________________________________________________________________________________________


__________________________________________________________________________________________


Other  (Please Specify)___________________________________________________________________________________
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