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DSHS HOPWA Program Enrollment Packet
	

	Eligible Individual

	
	

	Client Name:
	[bookmark: _GoBack]     

	
	(First)
	(Middle)
	(Last)

	Client ID/File Number:
	     
	Housing Case Manager:
	     

	
	
	
	

	Household Size at Entry:
	     
	Adults at Entry:
	     

	
	
	
	

	Program Entry Date:
	     
	Program Exit Date:
	     

	File Structure Checklist

	Eligibility Documentation

	Eligibility must be confirmed before program entry and recertifications.

	☐	Proof of HIV seropositivity for at least one household member
The DSHS HOPWA Program Manual outlines acceptable forms of documentation.
Documentation must predate the program entry date.

	☐	Proof of gross income for all household members 18 years of age and older
The DSHS HOPWA Determining Household Annual Gross Income Guide outlines acceptable forms of documentation, whose income is counted, and income inclusions and exclusions. Documentation must be complete and cover the 30 days preceding the program entry or recertification date.

	☐	Proof of current residency for all household members 18 years of age and older
The DSHS HOPWA Program Manual outlines acceptable forms of documentation. The household must reside in the Project Sponsor’s HIV Service Delivery Area. Documentation must be current as of the program entry or recertification date.

	Program Entry

	☐	Form A
	Self-Declaration of Income (If applicable)

	☐	Form B
	Self-Declaration of Residency (If applicable)

	☐	Form C
	Household Income Eligibility Worksheet

	☐	Form D
	HOPWA Program Agreement

	☐	Form E
	Demographic and Statistical Data

	☐	Form F
	Consent to Release and/or Obtain Confidential Information (Or Project Sponsor’s preferred form)

	☐	Form G
	Habitability Standards Certification (One for each assisted unit) 

	Service Forms

	
	TBRA

	☐	Form H
	TBRA Rent Standard and Rent Reasonableness Certification

	☐	Form I
	TBRA Worksheet

	☐	Form J
	TBRA Housing Choice Voucher/Other Affordable Housing Waiver (If applicable)

	☐	
	Utility Allowance Schedules (If applicable)

	☐	
	Utility Reimbursement Letters (If applicable)

	
	STRMU
	

	☐	Form K
	STRMU Tracking Worksheet

	☐	
	Documentation of unforeseen emergency situation

	
	PHP
	

	☐	Form L
	PHP Intent to Lease Worksheet 

	
	Supportive Services

	☐	Form M
	Budget Worksheet (Or Project Sponsor’s preferred form)

	☐	Form N
	Housing Plan (Or Project Sponsor’s preferred form)

	☐	
	Case notes

	Interim Recertifications

	☐	Form O
	Interim Recertification Worksheet (If applicable)

	Supporting Documentation

	☐	
	Check Request Vouchers

	☐	
	Leases, mortgages, utility bills, ledgers, etc. paid for (Documentation must be current and predate service dates)

	☐	
	Owner IRS Form W-9(s)

	Outcome Data and Program Exit

	☐	Form P
	Service Outcome Assessment and Program Exit Worksheet

	☐	
	Termination Letter (If applicable)




	Self-Declaration of Income

	Form A

	(Must be completed by adult household members who have zero income or cannot obtain third party proof of income.)

	

	I,
	     
	am applying for housing assistance services. 

	
	(Client/Household Member)
	

	I understand that Housing Program regulations require collection of gross income documentation for all household members 18 years of age and older (documentation must be complete and cover the 30 days preceding the program entry or recertification date). I understand that this form is used to declare zero income or forms of income that are included in eligibility determination.

	

	Income includes, but is not limited to:

	1.
	Gross wages, salaries, overtime pay, commissions, fees, tips, bonuses, and other compensation for personal services

	2.
	Net income from operation of a business or from rental or real personal property

	3.
	Interest, dividends, and other net income of any kind for real personal property

	4.
	Full amount of periodic payments received from Social Security, annuities, insurance policies, retirement funds, pensions, disability/death benefits, and other similar types of periodic receipts except as provided in line 14 of Annual Income Exclusions

	5.
	Payments in lieu of earnings, such as unemployment and disability compensation, worker's compensation, and severance pay except as provided in line 3 of Annual Income Exclusions

	6.
	Temporary Assistance for Needy Families (TANF), including amounts designated for shelter and utilities

	7.
	Alimony, child support payments, and regular contributions from organizations or from persons not residing in the dwelling

	8.
	All regular pay, special pay, and allowances of a member of the Armed Forces except as provided in line 7 of Annual Income Exclusions.

	(Source: 24 CFR §574.3, §5.609)

	
	

	☐	I certify I have received the following income in the last 30 days, but cannot obtain third party proof.

	
	

	
	Please explain why you cannot obtain income documentation:

	
	

	
	     

	
	

	
	     

	
	
	
	
	
	
	

	
	Income source:
	     
	Gross amount:
	     
	Date of receipt:
	     

	
	
	
	
	
	
	

	
	Income source:
	     
	Gross amount:
	     
	Date of receipt:
	     

	
	
	
	
	
	
	

	
	Income source:
	     
	Gross amount:
	     
	Date of receipt:
	     

	
	
	
	
	
	
	

	
	Income source:
	     
	Gross amount:
	     
	Date of receipt:
	     

	
	
	
	
	
	
	

	********** OR **********

	
	
	
	
	
	
	

	☐	I certify I have received income in the last 30 days, but will not receive income from any source in the near future.

	
	Attach documentation of individual’s gross income. Documentation must be complete and cover the 30 days preceding the program entry or recertification date. Annualization of individual’s income will be $0.00.

	
	

	********** OR **********

	
	

	☐	I certify I have not received income in the last 30 days. I do not anticipate receiving income from any source in the near future.

	
	

	I understand that third-party verification is the preferred method of confirming income. I understand self-declaration is only permitted when I have zero income or attempted but cannot obtain third party proof of income. I understand that any misrepresentation of information or failure to disclose information requested on this form may disqualify me from participation in the Housing Program, and may be grounds for termination of assistance. It is unlawful to provide false information to the government when applying for federal public benefit programs per the Program Fraud Civil Remedies Act of 1986, 31 USC §3801-3812. I agree to report any changes in income to my housing case manager immediately.

	
	
	
	

	Client/Household Member Name:
	     
	
	

	
	
	
	

	Client/Household Member Signature:
	     
	Date:
	     

	
	
	
	

	Case Manager Name:
	     
	
	

	
	
	
	

	Case Manager Signature:
	     
	Date:
	     




	Self-Declaration of Residency

	Form B

	(Must be completed by adult household members who do not have or cannot obtain third party proof of current residency.)

	

	I,
	     
	am applying for housing assistance services. 

	
	(Client/Household Member)
	

	I understand that Housing Program regulations require collection of current residency documentation for all household members 18 years of age and older (my household must reside in the Project Sponsor’s Service Delivery Area and documentation must be current as of the program entry or recertification date). I understand that this form is used to declare residency for eligibility determination.

	

	
	

	☐	I certify that I have a fixed address, but cannot obtain third party proof.

	
	

	
	Please explain why you cannot obtain residency documentation:

	
	

	
	     

	
	

	
	     

	
	

	
	Physical address:

	
	

	
	     

	
	(Street and Unit)
	(City)
	(State)
	(Zip)
	(County)

	
	

	
	Mailing address (if different):

	
	

	
	     

	
	(Street/PO Box)
	(City)
	(State)
	(Zip)
	(County)

	
	

	********** OR **********

	
	

	☐	I certify that I do not have a fixed address and cannot provide documentation of current residency.

	
	

	
	Physical address/location I stayed last night:

	
	

	
	     

	
	(Street and Unit)
	(City)
	(State)
	(Zip)
	(County)

	
	

	
	Mailing address (if different):

	
	

	
	     

	
	(Street/PO Box)
	(City)
	(State)
	(Zip)
	(County)

	
	

	I understand that third-party verification is the preferred method of confirming current residency. I understand self-declaration is only permitted when I do not have a fixed address or have attempted but cannot obtain third party proof of current residency. I understand that any misrepresentation of information or failure to disclose information requested on this form may disqualify me from participation in the Housing Program, and may be grounds for termination of assistance. It is unlawful to provide false information to the government when applying for federal public benefit programs per the Program Fraud Civil Remedies Act of 1986, 31 USC §3801-3812. I agree to report any changes in residency to my housing case manager immediately.

	
	
	
	

	Client/Household Member Name:
	     
	
	

	
	
	
	

	Client/Household Member Signature:
	     
	Date:
	     

	
	
	
	

	Case Manager Name:
	     
	
	

	
	
	
	

	Case Manager Signature:
	     
	Date:
	     




	Household Income Eligibility Worksheet

	Form C

	(Must be completed before program entry and annual TBRA recertifications. Must be completed if there has been a change in circumstances.)

	To be eligible for the DSHS HOPWA Program, household annual gross income cannot exceed 80% of Area Median Income per the household’s county of residence. Collect proof of gross income for all household members 18 years of age and older (documentation must be complete and cover the 30 days preceding the program entry or recertification date). Annual gross income is from all sources anticipated during the 12-month period following the determination date. Therefore, income must be annualized (payment data multiplied by the number of payment periods per year for all sources). The Determining Household Annual Gross Income Guide outlines acceptable forms of documentation, whose income is counted, income inclusions and exclusions, and calculation guidance.

	(Source: 24 CFR §574.3, §5.609)

	

	Client Name:
	     

	
	(First)
	(Middle)
	(Last)

	Address:
	     

	
	(Street and Unit)
	(City)
	(State)
	(Zip)
	(County)

	Determination Date:
	     
	
	
	
	

	

	Household Annual Gross Income

	1.
	The full amount, before any payroll deductions, of wages and salaries, overtime pay, commissions, fees, tips and bonuses, and other compensation for personal services.
	$
	     

	2.
	The net income from the operation of a business or profession. Expenditures for business expansion or amortization of capital indebtedness shall not be used as deductions in determining net income. An allowance for depreciation of assets used in a business or profession may be deducted, based on straight line depreciation, as provided in Internal Revenue Service regulations. Any withdrawal of cash or assets from the operation of a business or profession will be included in income, except to the extent the withdrawal is reimbursement of cash or assets invested in the operation by the household.
	$
	     

	3.
	Interest, dividends, and other net income of any kind from real or personal property. Expenditures for amortization of capital indebtedness shall not be used as deductions in determining net income. An allowance for depreciation is permitted only as authorized in line 2 above. Any withdrawal of cash or assets from an investment will be included in income, except to the extent the withdrawal is reimbursement of cash or assets invested by the household. Where the household has net assets in excess of $5,000, annual income shall include the greater of the actual income derived from all net assets or a percentage of the value of such assets based on the current passbook savings rate, as determined by HUD.
	$
	     

	4.
	The full amount of periodic amounts received from Social Security, annuities, insurance policies, retirement funds, pensions, disability or death benefits, and other similar types of periodic receipts, including a lump-sum amount or prospective monthly amounts for the delayed start of a periodic amount (except as provided in line 14 of Annual Income Exclusions).
	$
	     

	5.
	Payments in lieu of earnings, such as unemployment and disability compensation, worker's compensation and severance pay (except as provided in line 3 of Annual Income Exclusions).
	$
	     

	6.
	Welfare assistance payments.
(i) Welfare assistance payments made under Temporary Assistance for Needy Families (TANF) are included in annual income only to the extent such payments qualify as assistance under the TANF program definition at 45 CFR §260.31 and are not otherwise excluded under Annual Income Exclusions.
(ii) If the welfare assistance payment includes an amount specifically designated for shelter and utilities that is subject to adjustment by the welfare assistance agency in accordance with the actual cost of shelter and utilities, the amount of welfare assistance income to be included as income shall consist of the amount of the allowance or grant exclusive of the amount specifically designated for shelter or utilities plus the maximum amount that the welfare assistance agency could in fact allow the household for shelter and utilities. If the household's welfare assistance is ratably reduced from the standard of need by applying a percentage, the amount calculated under this paragraph shall be the amount resulting from one application of the percentage.
	$
	     

	7.
	Periodic and determinable allowances, such as alimony and child support payments, and regular contributions or gifts received from organizations or from persons not residing in the dwelling.
	$
	     

	8.
	All regular pay, special pay and allowances of a member of the Armed Forces (except as provided in line 7 of Annual Income Exclusions).
	$
	     

	
	
	
	

	9.
	Household Annual Gross Income (Sum of Lines 1-8)
	$
	     

	
	
	
	

	10.
	Enter 80% of Area Median Income per the household’s county of residence for this household size.
	$
	     

	
	Use the following criteria to determine income eligibility (if Line 9 is greater than Line 10, then ineligible):
	
	

	
	· Enter the number of household members at the time of this certification:
	     
	
	Eligible?

	
	· Enter the household’s county of residence:
	     
	☐	Yes

	
	· County of residence has been verified via U.S. Postal Service or other confirmation tool:
	☐	☐	No




	HOPWA Program Agreement

	Form D

	(Must be signed before program entry and before annual TBRA recertifications.)

	The goals of the DSHS HOPWA Program are to help low-income persons living with HIV and their households establish or maintain affordable and stable housing, reduce their risk of homelessness, and improve their access to health care and supportive services. DSHS authorizes the following services:

	· Tenant-based rental assistance
· Short-term rent, mortgage, and utility assistance
	· Permanent housing placement 
· Supportive services

	Eligibility

	· At least one of your household members must be living with HIV.

	· Your household annual gross income cannot exceed 80% of area median income per your county of residence.

	· Your household must reside in the Project Sponsor’s HIV Service Delivery Area.

	Additional Service Requirements:

	· To receive tenant-based rental assistance services
· Your household must already be housed;
· At least one of your household members must be named on the current lease or utility bill;
· Your gross rent must be at or below the lower of the rent standard or the reasonable rent.

	· To receive short-term rent, mortgage, or utility assistance services
· Your household must already be housed;
· Your household must provide proof of a recent short-term emergency situation that jeopardizes your housing stability;
· At least one of your household members must be named on the current lease, mortgage, or utility bill;
· Your household can receive only 21 weeks’ worth of assistance in a 52 week period (alternate Caps may be in effect).

	· To receive permanent housing placement services
· Your household can be housed or homeless;
· Your household must locate housing;
· At least one of your household members must be named on the PHP Intent to Lease Worksheet (Form L).

	· To receive any form of housing assistance services 
· Your housing must meet minimum Habitability Standards;
· The Project Sponsor must obtain the owner’s Internal Revenue Service Form W-9 before a check is issued for rent.

	Rights
	Responsibilities

	· To receive services in a non-discriminatory manner without regard to race, color, religion, sex, national origin, disability, familial status, actual or perceived sexual orientation, gender identity, or marital status.
· To have the confidentiality of your client records and all communications maintained.
· To be informed of the current terms of your residency.
· To be informed of the responsibilities of your conduct as a resident.
· To be informed of any consequences for the refusal to follow policies and procedures established by the Project Sponsor.
· To utilize the Project Sponsor grievance procedure if your rights have been violated.
	· Provide true and complete eligibility information.
· Engage in honest and regular communication with your housing case manager.
· Report changes in income, residency, or household composition immediately to your case manager.
· Abide by the terms of your lease.
· Pay your portion of housing costs on time.
· Maintain the safety and sanitation of your housing.
· Apply for the Housing Choice Voucher Program and other affordable housing programs, renew applications as required, and accept assistance as offered.
· Collaborate with your housing case manager to develop and comply with a comprehensive housing plan to achieve permanent sustainable housing and adhere to medical care.

	Participation Acknowledgement

	I have read and understand the HOPWA Program Agreement. I understand that HOPWA is a voluntary program and that my household must meet basic eligibility requirements to be considered for enrollment. I understand that financial assistance may vary from one household to another. I understand that services are needs-based and depend on funding availability, agency capacity, and adherence to my housing plan. To gain housing stability, I agree to consider ways of increasing income and decreasing non-essential expenses. I understand that non-compliance with the Responsibilities listed above may result in termination of services.

	
	
	
	

	
	     
	
	I received the agency’s termination and grievance policies or I know the location of these policies.

	(If yes, client initials)
	

	
	
	
	

	Client Name:
	     
	
	

	
	
	
	

	Client Signature:
	     
	Date:
	     

	
	
	
	

	Case Manager Name:
	     
	
	

	
	
	
	

	Case Manager Signature:
	     
	Date:
	     




	Demographic and Statistical Data

	Form E

	(Must be completed before program entry and annual TBRA recertifications. Must be completed if there has been a change in household composition.)

	Eligible Individual

	
	

	Client Name:
	     

	
	(First)
	(Middle)
	(Last)

	Address:
	     

	
	(Street and Unit)
	(City)
	(State)
	(Zip)
	(County)

	Phone/Email:
	     

	
	(Phone)
	(Email)

	Emergency Contact:
	     

	
	(Name)
	(Relationship)
	(Contact Information)

	Prior Living Situation

	Select the prior living arrangement of the new or continuing eligible individual.

	
	Continuing

	☐	Continued to receive housing assistance from the prior operating year

	
	New

	☐	Place not meant for human habitation (vehicle, abandoned building, bus/train/subway/airport, or outside)

	☐	Emergency shelter (including hotel, motel, or campground paid for with emergency shelter voucher)

	☐	Transitional housing for homeless persons

	☐	Permanent housing for formerly homeless persons (such as Shelter Plus Care, SHP, or SRO Mod Rehab)

	☐	Psychiatric hospital or other psychiatric facility

	☐	Substance abuse treatment facility or detox center

	☐	Hospital (non-psychiatric facility)

	☐	Foster care home or foster care group home

	☐	Jail, prison or juvenile detention facility

	☐	Rented room, apartment, or house

	☐	House you own

	☐	Staying or living in someone else’s (family and friends) room, apartment, or house

	☐	Hotel or motel paid for by individual

	☐	Other

	☐	Don’t know or Refused

	Homeless Individuals

	If the eligible individual is homeless at entry, select if they are a veteran and/or chronically homeless as defined in 24 CFR §578.3.

	☐	Homeless Veteran
	☐	Not Applicable

	☐	Chronically Homeless Person

	Age and Gender

	Select the age range and gender of the eligible individual.

	
	Male
	Female
	Transgender M to F
	Transgender F to M

	Under 18
	☐	☐	☐	☐
	18 to 30 years
	☐	☐	☐	☐
	31 to 50 years
	☐	☐	☐	☐
	51 years and older
	☐	☐	☐	☐
	Race and Ethnicity

	Select the race and ethnicity of the eligible individual.

	
	Race
	
	Ethnicity

	☐	American Indian/Alaskan Native
	☐	Hispanic/Latino

	☐	Asian
	☐	Non-Hispanic/Non-Latino

	☐	Black/African American
	
	

	☐	Native Hawaiian/Other Pacific Islander
	
	

	☐	White
	
	

	☐	American Indian/Alaskan Native & White
	
	

	☐	Asian & White
	
	

	☐	Black/African American & White
	
	

	☐	American Indian Indian/Alaskan Native & Black/African American
	
	

	☐	Other Multi-Racial
	
	

	Percentage of Area Median Income

	Select the Area Median Income range of the eligible individual’s household per their county of residence.

	☐	0-30%
	(extremely low)

	☐	31-50%
	(very low)

	☐	51-80%
	(low)




	Additional Beneficiaries

	Additional beneficiaries are other household members enrolled in the DSHS HOPWA Program. Additional beneficiaries may be living with or without HIV. Enter aggregate demographic and statistical information for other household members in this section. Demographic and statistical data for the eligible individual must be entered in the previous section. The eligible individual is the household member who qualified the household for the program because they are living with HIV. While more than one person in the household may be living with HIV, only one person per household can be designated as the eligible individual. Do not include data on the eligible individual in this section.

	
	Name
	
	DOB
	
	Mother’s maiden name
	
	Relationship to eligible individual

	
	(First)
	(Middle)
	(Last)
	
	(MM/DD/YY)
	
	
	
	(Do not include roommates or live-in aides.)

	1.
	     
	
	     
	
	     
	
	     

	
	
	
	
	
	
	
	

	2.
	     
	
	     
	
	     
	
	     

	
	
	
	
	
	
	
	

	3.
	     
	
	     
	
	     
	
	     

	
	
	
	
	
	
	
	

	4.
	     
	
	     
	
	     
	
	     

	
	
	
	
	
	
	
	

	5.
	     
	
	     
	
	     
	
	     

	
	
	
	
	
	
	
	

	6.
	     
	
	     
	
	     
	
	     

	
	
	
	
	
	
	
	

	7.
	     
	
	     
	
	     
	
	     

	
	
	
	
	
	
	
	

	8.
	     
	
	     
	
	     
	
	     

	HIV Status

	Enter the number of beneficiaries who are HIV-positive and HIV-negative.

	HIV-positive persons
	     
	
	
	
	

	HIV-negative persons
	     
	
	
	
	

	Age and Gender

	Enter the number of beneficiaries by age range and gender.

	
	Male
	Female
	Transgender M to F
	Transgender F to M

	Under 18
	
	     
	
	
	     
	
	
	     
	
	
	     
	

	18 to 30 years
	
	     
	
	
	     
	
	
	     
	
	
	     
	

	31 to 50 years
	
	     
	
	
	     
	
	
	     
	
	
	     
	

	51 years and older
	
	     
	
	
	     
	
	
	     
	
	
	     
	

	Race and Ethnicity

	Enter the number of beneficiaries by race and ethnicity.

	
	Race
	Ethnicity

	
	
	(Number also Hispanic/Latino)

	     
	American Indian/Alaskan Native
	     
	
	
	
	

	     
	Asian
	     
	
	
	
	

	     
	Black/African American
	     
	
	
	
	

	     
	Native Hawaiian/Other Pacific Islander
	     
	
	
	
	

	     
	White
	     
	
	
	
	

	     
	American Indian/Alaskan Native & White
	     
	
	
	
	

	     
	Asian & White
	     
	
	
	
	

	     
	Black/African American & White
	     
	
	
	
	

	     
	American Indian Indian/Alaskan Native & Black/African American
	     
	
	
	
	

	     
	Other Multi-Racial
	     
	
	
	
	




	Consent to Release and/or Obtain Confidential Information

	Form F

	(Must be signed before program entry and before annual TBRA recertifications.)

	

	I,
	     
	authorize
	     

	
	
	
	(Project Sponsor)

	to release and/or obtain the following information to/from
	     

	
	(Agency/Individual)

	The specified information is limited to:

	

	     

	

	The purpose/need for disclosure: 

	

	     

	

	My signature below authorizes the disclosure of specified information between the parties noted above. This authorization can be cancelled at any time in writing. The cancellation will not affect any disclosures already made prior to the notice of cancellation.

	

	This consent expires on
	     
	or upon program exit.

	
	(Date: One year or less)
	

	
	
	

	Client Name:
	     
	
	

	
	
	
	

	Client Signature:
	     
	Date:
	     

	
	
	
	

	Case Manager Name:
	     
	
	

	
	
	
	

	Case Manager Signature:
	     
	Date:
	     




	Habitability Standards Certification

	Form G

	(Must be completed before assisting a unit and annual TBRA recertifications. Must be completed if there has been a change in residency.)

	Assisted units must be safe, sanitary, and compliant with all state and local housing codes, licensing requirements, or other local requirements. In addition, housing must meet all Housing Quality Standards as well as Lead-Based Paint and Fire Safety requirements to be approved. TBRA housing must be inspected. STRMU and PHP housing do not require inspections, but households must certify their housing meets all standards and requirements. Mark each standard as A for approved or D for deficient.

	(Source: 24 CFR §574.310(b), §574.635, §35, and CPD-94-05)

	

	Client Name:
	     

	
	(First)
	(Middle)
	(Last)

	Property Address:
	     

	
	(Street and Unit)
	(City)
	(State)
	(Zip)
	(County)

	Property Contact:
	     

	
	(Owner/Representative Name)
	(Contact Information)

	Housing Quality Standards and Additional Requirements 

	A / D	1.
	Structure and materials: The structures must be structurally sound so as not to pose any threat to the health and safety of the occupants and so as to protect the residents from hazards.

	A / D	2.
	Access: The housing must be accessible and capable of being utilized without unauthorized use of other private properties. Structures must provide alternate means of exiting in case of fire.

	A / D	3.
	Space and security: Each resident must be afforded adequate space and security for themselves and their belongings. An acceptable place to sleep must be provided for each resident.

	A / D	4.
	Interior air quality: Every room or space must be provided with natural or mechanical ventilation. Structures must be free of pollutants in the air at levels that threaten the health of residents.

	A / D	5.
	Water supply: The water supply must be free from contamination at levels that threaten the health of individuals.

	A / D	6.
	Thermal environment: The housing must have adequate heating and/or cooling facilities in proper operating condition.

	A / D	7.
	Illumination and electricity: The housing must have adequate natural or artificial illumination to permit normal indoor activities and to support the health and safety of residents. Sufficient electrical sources must be provided to permit use of essential electrical appliances while assuring safety from fire.

	A / D	8.
	Food preparation and refuse disposal: All food preparation areas must contain suitable space and equipment to store, prepare, and serve food in a sanitary manner.

	A / D	9.
	Sanitary condition: The housing and any equipment must be maintained in sanitary condition.

	A / D	10.
	Lead-based paint: If the structure was built prior to 1978, and a child under the age of six or a pregnant woman will reside in the property, and the property has a defective paint surface inside or outside the structure, the property cannot be approved until the defective surface is repaired by at least scraping and painting the surface with two coats of non-lead based paint. Defective paint surface means: Applicable surface on which paint is cracking, scaling, chipping, peeling or loose. If a child under age six residing in the HOPWA-assisted property has an Elevated Blood Level, paint surfaces must be tested for lead-based paint. If lead is found present, the surface must be abated in accordance with 24 CFR §35. Use the following criteria to determine if a property can be approved or is deficient:

	
	
	· Date the structure was built or rehabilitated: 
	     
	
	

	
	
	· A child under the age of six will reside in the property:
	☐	Yes
	☐	No
	
	
	

	
	
	· A pregnant woman will reside in the property: 
	☐	Yes
	☐	No
	
	     
	

	
	
	If before 1978 provide a “Protect Your Family from Lead in Your Home” pamphlet.
	(If pamphlet received, client initials)

	
	
	If before 1978 and a child under the age of six or pregnant woman will reside in the property, then visually assess.
Visual assessments are unnecessary for zero-bedroom units or if unit meets other exemptions in 24 CFR §35.115(a).

	A / D	11.
	Smoke detectors: The HOPWA Program must comply with the Fire Administration Authorization Act of 1992 (P.L. 102-522). Smoke detectors must be installed in accordance with NFPA 74, or more stringent local policies as applicable. Existing units must contain a single or multiple station smoke detector; outside each sleeping area; on each level; battery operated or hard wired; clearly audible or interconnected. Accommodations must be made for individuals with sensory impairments.

	Certifications

	☐
TBRA
	I am not a HUD certified inspector. I have evaluated the property above to the best of my ability and find:

	
	☐	The property meets all standards.
	☐	The property does not meet all standards.

	
	
	
	
	

	
	Case Manager Name:
	     
	
	

	
	
	
	
	

	
	Case Manager Signature:
	     
	Date:
	     

	☐ 
STRMU
or
PHP
	I have read the standards above. I certify to the best of my ability that my residence meets all standards.

	
	
	
	
	

	
	Client Name:
	     
	
	

	
	
	
	
	

	
	Client Signature:
	     
	Date:
	     




	TBRA Rent Standard and Rent Reasonableness Certification

	Form H

	(Must be completed before TBRA services start and annual TBRA recertifications. Must be completed if there has been a change in residency or rent.)

	The gross rent of TBRA-assisted units cannot exceed the rent standard for the unit size per the household’s county of residence. Also, the gross rent must be reasonable in relation to current rents for comparable unassisted units in the private market and must not be in excess of current rents charged by the owner for comparable unassisted units. Complete this form for each proposed unit.

	(Source: 24 CFR §574.320(a))

	
	

	Client Name:
	     

	
	(First)
	(Middle)
	(Last)

	
	
	
	

	IS THIS A SHARED HOUSING ARRANGEMENT?
	☐
	Yes
	☐
	No

	If yes, see the DSHS HOPWA Program Manual, Appendix H for shared housing arrangement instructions.
	
	
	
	

	Rent Standard

	
	
	

	Fair Market Rent for the proposed unit size per the household’s county of residence*
	$
	     

	Attach Fair Market Rent (FMR) table used. *On a unit by unit basis, Project Sponsors may increase the rent standard by up to 10 percent for up to 20 percent of the units that receive TBRA services. If using 110% of FMR, enter this value instead. 
	☐
	100% FMR
	☐
	110% FMR

	Rent Reasonableness

	
	Proposed Unit
	Comparison Unit 1
	Comparison Unit 2

	Address
Attach documentation of comparison unit values used.
	     
	     
	     

	Number of Bedrooms
See the DSHS HOPWA Program Manual for Occupancy Standards.
	     
	     
	     

	Square Feet


	     
	     
	     

	Type of Unit/Construction


	     
	     
	     

	Housing Condition


	     
	     
	     

	Location/Accessibility


	     
	     
	     

	Amenities
	· Unit
	     
	     
	     

	
	· Community

	
	
	

	Age in Years


	     
	     
	     

	Utilities 
Types included in the rent

	     
	     
	     

	Unit Rent


	$
	     
	$
	     
	$
	     

	Utility Allowance
If all bills paid, enter $0.00. If not, enter appropriate utility allowances.
	$
	     
	$
	     
	$
	     

	Gross Rent
Unit Rent + Utility Allowance

	$
	     
	$
	     
	$
	     

	

	Average gross rent of comparison units (Sum of Comparison Units 1 & 2 divided by 2)
	$
	     

	Do not include gross rent for the proposed unit. If using a database, attach documentation of comparison value(s) used.
	
	

	Certification

	
	
	

	Enter the lower of the rent standard or reasonable rent for the unit
	$
	     

	

	The gross rent of the proposed unit must be at or below the lower of the rent standard or reasonable rent. I have determined that:

	
	☐
	The proposed unit is approved
	☐
	The proposed unit is not approved

	
	
	
	

	Case Manager Name:
	     
	
	

	
	
	
	

	Case Manager Signature:
	     
	Date:
	     




	TBRA Housing Choice Voucher/Other Affordable Housing Waiver

	Form J

	(TBRA households only)

	According to the DSHS HOPWA Program Manual, (Section 13. Housing Assistance and Supportive Services; Tenant-Based Rental Assistance; 11. Households that Fail to Accept the Housing Choice Voucher [HCV] or Other Affordable Housing), “Local program policies must state that TBRA households that fail to apply for the HCV Program and other affordable housing programs, renew applications as required, and/or accept assistance as offered may be terminated from the program.” “In special circumstances where accepting the HCV or other affordable housing would place an undue burden on the client, Project Sponsors may request a waiver to the policy using Form J: TBRA Housing Choice Voucher/Other Affordable Housing Waiver, which must be approved by the Administrative Agency (AA) on a case-by-case basis.” DSHS recognizes there may be circumstances in which accepting affordable housing is not in a client’s best interest. This form allows Project Sponsors to apply for a waiver of this requirement through their local AA. The applicant must demonstrate adequate justification that accepting affordable housing would be detrimental to the client’s health and well-being. DSHS will monitor applications to ensure that waivers are approved in a uniform, consistent, and non-discriminatory manner.

	

	Client Name:
	     

	
	(First)
	(Middle)
	(Last)

	On behalf of the above client and their household, we are requesting a waiver for the following reasons:

	

	     

	

	

	Project Manager Name:
	     
	
	

	
	
	
	

	Project Manager Signature:
	     
	Date:
	     

	
	
	
	

	Administrative Agency Use Only

	

	☐
	Approved

	☐
	Denied

	
	
	
	

	AA Representative Name:
	     
	
	

	
	
	
	

	AA Representative Signature:
	     
	Date:
	     




	PHP Intent to Lease Worksheet

	Form L

	(Must be completed by owners/representatives that intend to lease to the household.)

	Our Housing Program intends to assist this household establish permanent residence in which continued occupancy is expected. Eligible costs include expenses associated with placement in housing:

	· Application fee
· Security deposit*
	· Administrative fee
· First month’s rent

	*Security deposit assistance is capped at two months of rent for the unit. Deposits must be returned to the program when the assisted household leaves the unit. The Housing Program maintains a record of all deposits and will make a good faith effort to recover program funds upon the household’s departure from the unit. 

	

	Client Name:
	     

	
	(First)
	(Middle)
	(Last)

	Proposed Address:
	     

	
	(Street and Unit)
	(City)
	(State)
	(Zip)
	(County)

	Move-In Costs

	
	
	
	
	
	
	
	

	
	Proposed move-in date:
	
	
	
	
	
	     
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	Monthly rental amount:
	
	
	
	
	
	$
	     
	
	
	

	
	
	
	
	
	
	
	

	
	a) Application fee:
	
	$
	     
	
	
	

	
	
	
	
	
	
	
	

	
	b) Administrative fee:
	
	$
	     
	
	
	

	
	
	
	
	
	
	
	

	
	c) Other fees (Specify):
	
	$
	     
	
	
	

	
	
	
	
	
	
	
	

	
	d) Security deposit:
	
	$
	     
	
	
	

	
	
	
	
	
	
	
	

	
	e) First month’s rent or prorated rent:
	
	$
	     
	
	From:
	     
	To:
	     
	

	
	
	
	
	
	
	
	(Date)
	
	(Date)
	

	
	TOTAL: (Sum of Lines a-e)
	
	$
	     
	
	
	

	
	
	
	
	
	
	
	

	Payment Information

	

	
	Property contact*:

	
	

	
	     

	
	(Owner/Representative Name)
	(Contact Information)

	
	

	
	Check should be made payable to*:

	
	

	
	     

	
	(Individual/Company Name)

	
	

	
	Check should be mailed to*:

	
	

	
	     

	
	(Street/PO Box)
	(City)
	(State)
	(Zip)
	(County)

	
	*Information must match the Internal Revenue Service (IRS) Form W-9 for the individual or company to be paid.  

	

	

	Owner/Representative Name:
	     
	
	

	
	
	
	

	Owner/Representative Signature:
	     
	Date:
	     

	
	
	
	

	
	Please, complete and return this form to:

	
	

	
	     

	
	(Housing Case Manager Name)

	
	

	
	Housing Case Manager can be contacted at:

	
	

	
	     

	
	(Phone)
	(Fax)
	(Email)




	Interim Recertification Worksheet

	Form O

	(Must be completed if the household has experienced a change in income, residency, and/or composition and will remain in the program.)

	Change in Household Income

	
	
	
	
	

	HAS THE HOUSEHOLD EXPERIENCED A CHANGE IN INCOME OF $200 OR MORE PER MONTH? 
	☐
	Yes
	☐
	No

	
	
	
	
	

	If yes, did household income increase or decrease?
	☐
	Increase
	☐
	Decrease

	
	
	
	

	If yes, date of change: 
	     
	

	
	
	

	
	
	(Household Member)
	(Income Source)
	(Amount received in last 30 days)

	
	Income change 1:
	     

	
	
	
	
	

	
	Income change 2:
	     

	
	
	
	
	

	
	Income change 3:
	     

	
	
	
	
	

	Is household annual gross income still under 80% of AMI per household’s county of residence?
	☐
	Yes
	☐
	No

	Attach documentation of change in income (documentation must be complete and cover the 30 days preceding the recertification date). If household annual gross income exceeds 80% of AMI, household is no longer eligible for the program. Complete and attach Form I for TBRA households and Form C for all households.

	Change in Household Residency

	
	
	
	
	

	HAS THE HOUSEHOLD EXPERIENCED A CHANGE IN RESIDENCY? 
	☐
	Yes
	☐
	No

	
	
	
	

	If yes, date of change: 
	     
	

	
	
	

	
	New physical address:

	
	

	
	     

	
	(Street and Unit)
	(City)
	(State)
	(Zip)
	(County)

	
	
	
	
	

	Does the household still reside in the Project Sponsor’s HIV Service Delivery Area (HSDA)? 
	☐
	Yes
	☐
	No

	
	
	
	
	

	Is household annual gross income still under 80% of AMI per household’s county of residence?
	☐
	Yes
	☐
	No

	Attach documentation of change in residency (documentation must be current as of the recertification date). If household is outside of the Project Sponsor’s HSDA, program services will end immediately and the household may seek services from the HOPWA provider in their new HSDA. If household annual gross income exceeds 80% of AMI, household is no longer eligible for the program. Complete and attach Forms H and I for TBRA households and Forms C and G for all households.

	Change in Household Composition

	
	
	
	
	

	HAS THE HOUSEHOLD EXPERIENCED A CHANGE IN COMPOSITION? 
	☐
	Yes
	☐
	No

	
	
	
	

	If yes, did the number of household members increase or decrease?
	☐
	Increase
	☐
	Decrease

	
	
	
	

	If yes, date of change: 
	     
	

	
	
	

	Household member:
	     
	☐
	Joined
	☐
	Left

	
	
	

	Household member:
	     
	☐
	Joined
	☐
	Left

	
	
	

	Household member:
	     
	☐
	Joined
	☐
	Left

	
	
	
	

	Is household annual gross income still under 80% of AMI per household’s county of residence?
	☐
	Yes
	☐
	No

	Attach eligibility documents for all new household members 18 years of age and older. If household annual gross income exceeds 80% of AMI, household is no longer eligible for the program. Complete and attach Forms C and E: Additional Beneficiaries data.

	I understand that any misrepresentation of information or failure to disclose information requested on this form may disqualify me from participation in the HOPWA Program, and may be grounds for termination of assistance. It is unlawful to provide false information to the government when applying for federal public benefit programs per the Program Fraud Civil Remedies Act of 1986, 31 USC §3801-3812.

	
	
	
	

	Client Name:
	     
	
	

	
	
	
	

	Client Signature:
	     
	Date:
	     

	
	
	
	

	Case Manager Name:
	     
	
	

	
	
	
	

	Case Manager Signature:
	     
	Date:
	     




	Service Outcome Assessment and Program Exit Worksheet

	Form P

	(Track TBRA, STRMU, and Supportive Services outcomes as they happen. If all services have ended and household will be terminated, enter program exit data.)

	

	Client Name:
	     

	
	(First)
	(Middle)
	(Last)

	Housing Assistance Services: TBRA Outcome Assessment

	
	

	Household destination
	Service Start Date:
	     
	Service End Date:
	     
	Outcome

	
	☐
	Private Housing
	☐
	Will continue to the next program year
	Stable/Permanent Housing

	
	☐
	Other HOPWA
	
	
	

	
	☐
	Other Subsidy
	
	
	

	
	☐
	Institution
	
	
	

	
	☐
	Temporary Housing
	
	
	
	
	
	Temporarily Stable/Reduced Risk

	
	☐
	Emergency Shelter/Streets
	
	
	
	
	
	Unstable Arrangements

	
	☐
	Jail/Prison
	
	
	
	
	
	

	
	☐
	Disconnected/Unknown
	
	
	
	
	
	

	
	☐
	Death
	
	
	
	
	
	Life Event

	Housing Assistance Services: STRMU Outcome Assessment

	
	

	Household status
	Service Start Date:
	     
	Service End Date:
	     
	Outcome

	
	☐
	Maintain private housing without subsidy
	Stable/Permanent Housing

	
	
	(Client received assistance and is stable, unlikely to seek additional support)
	

	
	☐
	Other private housing without subsidy
	

	
	
	(Client found new housing and is stable, unlikely to seek additional support)
	

	
	☐
	Other HOPWA housing assistance (Permanent Housing)
	

	
	☐
	Other housing assistance (Permanent Housing)
	

	
	☐
	Institution
	

	
	
	(e.g., residential and long-term care)
	

	
	☐
	Likely that additional STRMU is needed to maintain current housing arrangements
	Temporarily Stable

	
	☐
	Transitional facilities/short-term
	Reduced Risk of Homelessness

	
	
	(e.g., temporary or transitional with formal arrangement)
	

	
	☐
	Temporary/non-permanent housing arrangement
	

	
	
	(Client ended lease; moved in with someone; will live there 90 days or less)
	

	
	☐
	Emergency shelter/street
	Unstable Arrangements

	
	☐
	Jail/prison
	

	
	☐
	Disconnected
	

	
	☐
	Death
	Life Event

	
	
	STRMU History

	
	☐
	Received STRMU this program year and the prior program year (two consecutive years)

	
	☐
	Received STRMU this program year and the two prior program years (three consecutive years)

	
	☐
	Not applicable

	Supportive Services: Housing Case Management Outcome Assessment

	
	

	Check all that apply
	Service Start Date:
	     
	Service End Date:
	     
	Outcome

	
	☐
	Received housing case management (HOPWA Supportive Services or leveraged)
	Support for Stable Housing

	
	☐
	Had a housing plan for maintaining or establishing stable on-going housing
	

	
	☐
	Had contact with a case manager per service plan schedule
	Access to Support

	
	☐
	Had contact with a primary health care provider per service plan schedule
	Access to Health Care

	
	☐
	Accessed or maintained medical insurance/assistance
	

	
	☐
	Accessed or maintained sources of income
	Sources of Income

	
	☐
	Obtained an income-producing job
	

	
	
	

	Program Exit Date:
	     
	☐
	Not applicable, will continue to the next program year

	
	(If applicable)
	

	Reason for Exiting:
	☐ Not applicable, will continue to the next program year     ☐ Completed program     ☐ Needs could not be met     ☐  Criminal activity/violence     ☐  Non-compliance with program     ☐ Death     
☐ Disagreement with rules/persons     ☐ Left for housing opportunity before completing program     
☐ Reached maximum time allowed     ☐ Unknown/disappeared     ☐ Other:       

	
	
	
	

	Case Manager Name:
	     
	
	

	
	
	
	

	Case Manager Signature:
	     
	Date:
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