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APPENDIX C: FORMS (Revised 01/13/16) 
 
PRC Applications 

PRC Application (SCDJFS 7158)  
 
Approved Service Applications 
 
Akron Community Action: Youth Build, Head Start 
Bridges out of Poverty – Getting Ahead, The Guiding Coalition (Circles) 
Child Support Job Readiness Programs 
Free and Reduced-Price School Meal Program  
LIHEAP 
Nazareth Housing 
InfoLine: Central Intake Form 
 
 
Notices: 
Notice of Right to Request Another Worksite or Provider of Service 
Notice of Approval of Your Application for Assistance" (JFS 04074) 
Notice of Denial of Your Application for Assistance (JFS 07334) 
Applicant/Recipient Authorization For Release of Information (JFS 07341) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 































































Central Intake Form 
Page 1 

GENERAL CLIENT INFORMATION  Date of Application___________________ 
Agreed to ROI  ± Yes   ± No HMIS Client ID #  

  

Applicant 1 Full Legal Name Relation to HOH 

    

Applicant 2 Full Legal Name   Relation to HOH 

    

Social Security Number Age Date of Birth  

   

Social Security Number Age Date of Birth  

   

Does Applicant have a phone? ± Yes   ± No   Applicant Phone Number 

  

Alternate Contact Name Alternate Contact Phone Number 

Race: (optional - check all that apply) 
A1 A2 
±  ± Asian 
±  ± American Indian or Alaska Native 
±  ± Black or African American 
±  ± White 
±  ± Native Hawaiian/Other Pacific Islander 
 
Ethnicity: (optional - check one) 
A1 A2 
±  ± Hispanic 
±  ± Non-Hispanic/Other 
 
Are you currently pregnant?  
A1 ± Yes   ± No 
A2 ± Yes    ± No  
 
If yes, when are you due?__________________ 

Gender: 
A1 A2 
±  ± Male 
±  ± Female 
±  ±Other__________ 
___________________ 

Marital Status: 
A1 A2 
±  ± Divorced 
±  ± Married 
±  ± Separated 
±  ± Single 
±  ± Widowed 

Are you a Domestic Violence Victim/Survivor? 
A1 ± Yes    ± No  
A2 ± Yes    ± No  
 
If yes, when experience occurred? 
A1 A2 
± ± Within the past 3 months 
±  ± 3 to 6 months ago  
±  ± 6 to 12 months ago  
±  ± More than a year ago  

 
Are you a U.S. Military Veteran? 
A1 ± Yes   ± No 
A2 ± Yes    ± No  

 
If yes for DV, are you currently fleeing?  
A1 ± Yes    ± No  
A2 ± Yes    ± No  

Do you have a long-term disability? ± Yes*   ±No        
Please check Disabilities that apply to you: A1 A2 
(please check all that apply)   ±  ± HIV/AIDS 
A1 A2                                                              ±  ± Mental Health 
±  ± Physical Disability    ±  ± Alcohol Abuse 
±  ± Developmental Disability                     ±  ± Drug Abuse 
±  ± Chronic Health Condition  ±  ± Both Alcohol and Drug Abuse    
 
Do you require handicap accessibility?   A1 ± Yes   ± No                   A2 ± Yes    ± No  

FAMILY STATUS -- Household Type (skip if single adult): 
□ Female Single Parent □Two Parent Family □ Grandparent and child 
□ Male Single Parent □ Couple w. no Children □ Foster Parents 
□ Non-custodial care giver □ Other  
How many children do you have?   
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HOUSING STATUS 
Residence Prior to Program Entry?  
A1 A2 
± ± Emergency Shelter*                                           
± ± Transitional housing for homeless  
± ± Permanent housing for  homeless 
± ± Psychiatric Hospital or Facility* 
± ± Hospital(non-psychiatric)* 
± ± Substance Abuse Facility* 
± ± Jail, Prison or Juvenile Facility* 
± ± Hotel/Motel no emergency shelter subsidy 
± ± Foster care/group home  
± ± Long Term Care Facility/Nursing Home  
± ± Residential Project/Halfway House no  
         homeless criteria  

A1 A2 
± ± Place not meant for habitation 
± ± Safe Haven 
± ± Staying/Living with Family 
± ± Staying/Living with Friends 
± ± Rental by Client-No Subsidy 
± ± Rental by Client-VASH 
± ± Rental by Client-GPD TIP  
± ± Rental by Client-Other Subsidy 
± ± Owned by Client-No Subsidy 
± ± Owned by Client-With Subsidy 
± ± Other (please specify):____________________ 
 

Client entering from Streets, Emergency Shelter (ES) or Safe Haven (SH)? 
A1± Yes   ± No    
A2± Yes   ± No    
If Yes to above, approximate date started_______________ 
 
Regardless of where they stayed last night, number of time client has been on the streets, in ES or SH 
in the past three years including today? 
 
A1_________    A2_________  
 

Total number of months homeless on the street, in ES or SH in the past three years? 
 
A1_________    A2_________  
 
Length of Time Homeless-Status Documented 
A1± Yes   ± No    
A2± Yes   ± No    

Length of Stay in Previous Place? 
A1 A2                                                                    A1 A2 
± ± 1 day or less                                                  ± ± 2 days to 1 week 
± ± More than 1week but less than 1 month      ± ± 1 to 3 months 
± ± More than 3 months but less than 1 year     ± ± 1 year or longer 
 
  
Client’s Present/Last Address* City   State        Zip 
 
Last Permanent Zip Code if different than address above __________________________ 

 
Info Line Use Only 

This Section is for Homeless Prevention and Rapid Re-Housing Referrals Only 

It is For Data Entry Purposes Only – Do Not Ask Client 
Assistance Type:   
 
± Rent Assistance:                                               ± Security Deposit Assistance:                                
                                                                              
± Utility Assistance:                                                                
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INCOME 
What income do you currently receive? (please check all that apply and fill in all dollar amounts) 
 
Proof of Income?  ± Yes     ± No 
Source and Amount of Income:  Applicant 1 Applicant 2 Applicant 3 
± Earned Income     
± Unemployment Insurance    
± Supplemental Security Income (SSI)    
± Social Security Disability (SSDI)    
± Veterans Disability Income    
± Private Disability Insurance     
± Workers Compensation    
± Temporary Assistance for Needy Families 
(TANF)    
± General Assistance    
± Retirement Income from Social Security    
± Veteran’s Pension    
± Pension from a former job    
± Child Support    
± Alimony or other Spousal Support    
± Other Source:    
Source of Non-Cash Benefit    
± Food Stamps (SNAP)    
± WIC – Special Supplemental Nutrition Program    
± TANF Child Care     
± TANF Transportation    
± Other TANF Funded Services:    
± Section 8, Public Housing or  Other Rental 
Assistance    
± Temporary Rental Assistance     
± Other:    
Source of Health Insurance    
± Medicaid    
± Medicare    
± State Children’s Health Insurance Program 
(SCHIP)    
± Veteran’s Administration (VA) Medical Services     
± Employer Provided Health Insurance    
± COBRA    
± Private Pay Health Insurance    
± State Health Insurance for Adults    
     
 

 
Criminal History: 
Do you have a felony record?      A1 ± Yes   ± No 
                                                     A2 ± Yes   ± No 
    
Charged or convicted of arson?   A1 ± Yes   ± No 
                                                     A2 ± Yes   ± No      
 

 
 
Are you or anyone else in your household required to register 
as a sex offender in any state?    A1 ± Yes   ± No 
                                                    A2 ± Yes   ± No                     
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CHIDLREN INFORMATION   
 

 
Child Name___________________________ 
 
Child SSN_____________________________ 
 
Child Gender   ± Male   ± Female 
 
Child DOB____________________   Age __________ 
 
Health Insurance  ± Yes   ± No 
If Yes, Source (see list on page 3): 
_____________________________ 
 
Permanent Custody:  ± Yes  ± No 

Child Race: (check all that apply) 
± Asian 
± American Indian or Alaska Native 
± Black or African American 
± White 
± Native Hawaiian/Other Pacific Islander 
± Don’t Know ± Refused 
 
Child Ethnicity: (check one) 
± Hispanic ± Don’t Know 
± Non-Hispanic/Other ± Refused 
 
Long-term disability? ± Yes*   ±No 
Type of Disability:___________________ 
 

 
Child Name___________________________ 
 
Child SSN_____________________________ 
 
Child Gender   ± Male   ± Female 
 
Child DOB____________________   Age __________ 
 
Health Insurance  ± Yes   ± No 
If Yes, Source (see list on page 3): 
_____________________________ 
 
Permanent Custody:  ± Yes  ± No 

Child Race: (check all that apply) 
± Asian 
± American Indian or Alaska Native 
± Black or African American 
± White 
± Native Hawaiian/Other Pacific Islander 
± Don’t Know ± Refused 
 
Child Ethnicity: (check one) 
± Hispanic ± Don’t Know 
± Non-Hispanic/Other ± Refused 
 
Long-term disability? ± Yes*   ±No 
Type of Disability:___________________ 
 

 
Child Name___________________________ 
 
Child SSN_____________________________ 
 
Child Gender   ± Male   ± Female 
 
Child DOB____________________   Age __________ 
 
Health Insurance  ± Yes   ± No 
If Yes, Source (see list on page 3): 
_____________________________ 
 
Permanent Custody:  ± Yes  ± No 

Child Race: (check all that apply) 
± Asian 
± American Indian or Alaska Native 
± Black or African American 
± White 
± Native Hawaiian/Other Pacific Islander 
± Don’t Know ± Refused 
 
Child Ethnicity: (check one) 
± Hispanic ± Don’t Know 
± Non-Hispanic/Other ± Refused 
 
Long-term disability? ± Yes*   ±No 
Type of Disability:___________________ 
 

 
Child Name___________________________ 
 
Child SSN_____________________________ 
 
Child Gender   ± Male   ± Female 
 
Child DOB____________________   Age __________ 
 
Health Insurance  ± Yes   ± No 
If Yes, Source (see list on page 3): 
_____________________________ 
 
Permanent Custody:  ± Yes  ± No 

Child Race: (check all that apply) 
± Asian 
± American Indian or Alaska Native 
± Black or African American 
± White 
± Native Hawaiian/Other Pacific Islander 
± Don’t Know ± Refused 
 
Child Ethnicity: (check one) 
± Hispanic ± Don’t Know 
± Non-Hispanic/Other ± Refused 
 
Long-term disability? ± Yes*   ±No 
Type of Disability:___________________ 
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Child Name___________________________ 
 
Child SSN_____________________________ 
 
Child Gender   ± Male   ± Female 
 
Child DOB____________________   Age __________ 
 
Health Insurance  ± Yes   ± No 
If Yes, Source (see list on page 3): 
_____________________________ 
 
Permanent Custody:  ± Yes  ± No 

Child Race: (check all that apply) 
± Asian 
± American Indian or Alaska Native 
± Black or African American 
± White 
± Native Hawaiian/Other Pacific Islander 
± Don’t Know ± Refused 
 
Child Ethnicity: (check one) 
± Hispanic ± Don’t Know 
± Non-Hispanic/Other ± Refused 
 
Long-term disability? ± Yes*   ±No 
Type of Disability:___________________ 
 

 
Child Name___________________________ 
 
Child SSN_____________________________ 
 
Child Gender   ± Male   ± Female 
 
Child DOB____________________   Age __________ 
 
Health Insurance  ± Yes   ± No 
If Yes, Source (see list on page 3): 
_____________________________ 
 
Permanent Custody:  ± Yes  ± No 

 
Child Race: (check all that apply) 
± Asian 
± American Indian or Alaska Native 
± Black or African American 
± White 
± Native Hawaiian/Other Pacific Islander 
± Don’t Know ± Refused 
 
Child Ethnicity: (check one) 
± Hispanic ± Don’t Know 
± Non-Hispanic/Other ± Refused 
 
Long-term disability? ± Yes*   ±No 
Type of Disability:___________________ 
 

 
Child Name___________________________ 
 
Child SSN_____________________________ 
 
Child Gender   ± Male   ± Female 
 
Child DOB____________________   Age __________ 
 
Health Insurance  ± Yes   ± No 
If Yes, Source (see list on page 3): 
_____________________________ 
 
Permanent Custody:  ± Yes  ± No 

 
Child Race: (check all that apply) 
± Asian 
± American Indian or Alaska Native 
± Black or African American 
± White 
± Native Hawaiian/Other Pacific Islander 
± Don’t Know ± Refused 
 
Child Ethnicity: (check one) 
± Hispanic ± Don’t Know 
± Non-Hispanic/Other ± Refused 
 
Long-term disability? ± Yes*   ±No 
Type of Disability:___________________ 
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NOTES:___________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________ 
 
 
 
 
 
 
 
 
 
 

Homeless Prevention and Rapid Re-Housing Staff Use Only – For TANF Applicants 
 
 
Client Signature:____________________________  Date:_____________ 
 
 
Witness:___________________________________  Date:_____________ 
 
 
Needs Utility Assistance?     ______Yes  ______No 

 
 
 
 
 
 
 
 
 
 
 
 














