
In accordance with HCCSD Policy, agencies must acquire information to determine client eligibility as well as for general reporting purposes.

To participate in this program that is funded by Federal Funds, you must fill out this form completely and accurately.
For Subrecipient Use

Is client a resident of the CSD Service Area? 

( Yes       ( No       

Did you attach Harris County Appraisal District Information? 
( Yes       ( No

Does the household meet CSD’s income requirements?

( Yes       ( No

Has the household ever received CSD homeless prevention assistance before? ( Yes       ( No

   If so, list dates, type and amount of assistance given:

  ________________________________________________
 _________________________________________________

Brief description of “sudden reduction in income” 

________________________________________________

________________________________________________

________________________________________________

________________________________________________

_________________________________________________

Brief description re: “resumption of payment.”
________________________________________________

________________________________________________

________________________________________________

________________________________________________

_________________________________________________

Does your agency approve client for services?

( Yes       ( No

Indicate estimated amounts approved per each month of assistance
Rental  ____________________________________________

Mortgage __________________________________________

Utility ____________________________________________

Authorized by: (signature of authorized staff, date approved)
_________________________________________________
Telephone number: ______________________
For HCCSD Use

Is client eligible for CSD Homeless Prevention Assistance?
( Yes       ( No

Estimated Amounts/types:

CSD Staff signature and date: ________________________
Date:







Eligibility Information (Please Print)
	

	       Last Name                                       First Name

	

	Address, City, State, Zip Code


*Head of Household:
( Male 
(Female

Number of Persons in Household:




Annual Household Income Before Sudden Reduction of Income:     





Annual Household Income After Sudden Reduction of Income:  





(Submit income documentation for before and after sudden reduction of income)
Client Information:
Age: 

       Sex:  (Male ( Female
Ethnicity:
( Hispanic



( Non-Hispanic
Race:

( White

( Black/ African American

( Asian

( American Indian/Alaskan Native

( Native Hawaiian/ Other Pacific Islander

( American Indian/Alaskan Native/White

( Asian and White

( Black/African American and White

( American Indian/Alaskan Native and 

   Black/ African American

( Other Multi-racial

Disabled:
( Yes

( No
Pursuant to 28 U.S.C. Section 1746, I hereby certify under penalty of perjury that the foregoing is true and correct and that all income is reported:

	Name:
	

	Signature:
	

	Date:         
	

	Comments: 
	

	
	

	
	


**Warning: HUD will prosecute false claims and statements. Conviction may result in criminal and/or civil penalties. (18 U.S.C. 1001, 1010, 1012; 31 U.S.C. 3729, 3802)
Fax to 713-578-2269


Attn: Grants Management Section


__________________, Project Monitor


Please attach Needs Assessment Form and other Source Documentation as required.





CSD Project No. 2009- ______


INDIVIDUAL ELIGIBILITY FORM


For Homeless Prevention Programs








*The head of household is the person in whose name the housing unit is owned or rented.


