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SYRACUSE HOUSING AUTHORITY

312 GIFFORD ST. 9 TH FL




SYRACUSE NY 13204 
(315) 470-4400

Please consider the following disabled homeless individual / family for the Shelter Plus Care Program.

NAME 


                  
RELATION     

BIRTH DATE   
SEX    
RACE    
S S # 

1____________________________________________________________________________________________

2____________________________________________________________________________________________

3____________________________________________________________________________________________

4____________________________________________________________________________________________

5____________________________________________________________________________________________

Client phone __________________________________________________________________________________
Income sources __________________________________ Food Stamp___ Veteran ___ Medicaid ___ Medicare ____

Disability Code:  A  B  C  D  E  F  G  H  Describe if E ____________________________________________________

Living Situation: A  B  C / Referring agency:  A  B  C  D  E  F  G  H  I  J  K  L  M
How long and often has the client been homeless?______________________________________________________
What caused the homelessness?____________________________________________________________________

___ I certify that this client is sleeping in a place not intended for human habitation or is currently sleeping at an emergency shelter.

___ I certify that according to our records this person A) has been residing in transitional housing for homeless persons or has been hospitalized or otherwise institutionalized for less than 31 days and B) lived in a place not intended for human habitation or in an emergency shelter prior to their current situation.  

___ I certify that this person is being evicted from a private dwelling or discharged  from long - term institutionalization ( longer than 30 days ) within the next week and I agree to share appropriate documents with the Syracuse Housing Authority to further verify eligibility.

Case manager __________________________________________ Agency________________________________ 
Address ________________________________Zip______ Phone ________________Fax____________________

E-mail address________________________________________________________________________________ 

Case manager_________________________________________Co-Agency_______________________________ 
Address_________________________Zip_____ Phone ____________________Fax________________________
E-mail address________________________________________________________________________________

*** Copies of proof of disability, proof of income, social security cards, birth certificates, photo ID, bank statements, proof of how long of being homeless other agencies involved and service plans are needed before an appointment can be scheduled.  I will contact the referring Agency about the status of the application***

This person / family are Homeless.
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Person with disabilities means a household composed of one or more persons at least one of whom is an adult who has a disability:

(1) A person shall be considered to have a disability if such person has a physical, mental or emotional impairment which is expected to be of long - continued and indefinite duration; substantially impedes his or her ability to live independently; and is of such a nature that such ability could be improved by more suitable housing conditions.

(2) A person will also be considered have a disability if he or she has a developmental disability, which is a severe, chronic disability that -


(i) Is attributable to a mental or physical impairment or combination of mental and physical impairments;


(ii) Is manifested before the person attains age 22;


(iii) Is likely to continue indefinitely;


(iv) Results in substantial functional limitations in three or more of the following areas of major life activity:



(A) self-care,



(B) receptive and expressive language,



(C) learning,



(D) mobility,



(E) self-direction,



(F) capacity for independent living, 



(G) economic self - sufficiency,


(v) Reflects the person’s need for a combination and sequence of special, interdisciplinary, or generic care, treatment, or          other services which are of lifelong or extended duration and are individually planned and coordinated. 

(3) Notwithstanding the preceding provisions of this paragraph, the term “person with disabilities “ includes two or more persons with disabilities living together, one or more such persons living with another person who is determined to be important to their care or well - being, and the surviving member or members of any household described in the first sentence of this definition who were living, in a unit assisted under this part, with the deceased member of the household at the time of his or her death.  In any event, with respect to the surviving member or members of a household, the right to rental assistance under this part will terminate at the end of the grant period under which the deceased member was a participant.
Seriously mental ill means having a severe and persistent mental or emotional impairment that seriously limits a person’s ability to live independently.

I certify this person meets the above criteria
Name ______________________________________________________________________ Date _____________

Title _________________________________________________________Organization_____________________
E-mail address_________________________________________________________________________________

Planned Supportive Services                           








3/3

a. Outreach_________________________________________________________________

b. Case management__________________________________________________________

c. Life skills________________________________________________________________

d. Substance abuse services_____________________________________________________

e. Mental health services _______________________________________________________

f. HIV/AIDS-related__________________________________________________________

g. Other health care services____________________________________________________

h. Education_________________________________________________________________

i. Housing placement__________________________________________________________

j. Employment_______________________________________________________________

k. Child care________________________________________________________________

l. Transportation_____________________________________________________________

m. All agencies involved________________________________________________________
REFERRAL CODES USED WITH THE REFERRAL FORM PERSON WHO IS DISABLED

A
seriously mentally ill

B
 chronic drug and alcohol abuse

C
mentally ill and drug abuse

D
HIV/AIDS and related diseases

E
other

F
alcohol abuse
G
drug abuse 
H
physical disability

I
domestic violence

CURRENT LIVING SITUATION 

Approved by HUD 

A
streets


B
emergency shelter

C
transitional housing

Not approved by HUD

D
psychiatric facility

E
substance abuse treatment facility

F
hospital

G
jail

H
domestic violence

I
relative and friends

J
rental housing

REFERRAL BY

A
self


B
street outreach worker (H.I.S. Van)

C 
transitional shelter staff

D
psychiatric hospital staff

E
other hospital/medical clinic staff

F
mental health/outpatient clinic

G
alcohol or other drug rehabilitation

H
other social service (PA, DSS)

I
police

J 
public housing authority waiting list

K 
church staff

L
other

M
unknown

