Agency Name
Address
Phone Number, Fax Number

VERIFICATION OF DISABILITY
Continuum of Care (CoC) Program


Applicant’s Name: __________________________________Social Security #: _________________________
The person named above has applied for the CoC Program which provides rental assistance and supportive services to persons who are homeless and disabled.  Before we can approve the applicant, we must verify the eligibility of this applicant. We appreciate your cooperation in providing the following information and returning this form to us at the address above.  Your prompt reply will help assure timely processing of the application.  The applicant has authorized the release of this information below.  Thank you.
__________________________________________________	                  _______________________
                           Agency Staff Signature				                         Date



Diagnoses: ________________________________________________________________________________
Printed Name of Physician or Licensed Professional______________________________________________  
[bookmark: _GoBack]Date: ___________Signature/Credentials: __________________________________ Phone: _______________
In addition to MD’s, the following is a list of acceptable qualified professionals determined by HUD to diagnose a disability:
LMSW(Licensed Master Social Worker) can if practice is clinical.
LCSW(Licensed Clinical Social Worker) 
LPHP(Licensed Practitioner Health Professional) 
LNP(Licensed Nurse Practitioner) 
LCDC(Licensed Chemical Dependency)


Rev May 2013

APPLICANT’S AUTHORIZATION TO RELEASE INFORMATION

I, _____________________________________________, hereby authorize the release of the requested information pertaining to my disability to the Agency named above.

_________________________________________	                                                   __________________
Applicant’s Signature									                  Date	
