	WMA Regional Coordinating Network  ●  Initial Housing Screen / Adult

	

	

	Referral Date: 
       
	              -  
	              -
	
	

	                                          mm              dd               yyyy

	
	

	Referring Program:
	

	

	City/ Town:
	

	

	Contact Person:
	

	

	Email and/or phone:
	

	

	IF A RELEASE OF INFORMATION IS OBTAINED:
	
	IF NO ROI:

	 
	
	

	First Name:
	
	
	

	
	                                                                          
	
	Initials:
	
	
	
	

	Last Name:  
	
	
	

	
	
	
	

	     DOB:                                     
	              --                
	              --
	
	
	

	
	     mm              dd                yyyy
	
	

	
	
	
	

	
	
	
	

	PRELIMINARY HOUSING MATCH INFORMATION

	

	Note:  Replace the check box with an “X” if completing & sending electronically.

	

	Gender:  
	□ Female
	□ Male
	□ Trans FTM
	□ Trans MTF

	

	Any Income?   
	□ Yes
	□ No
	□ Don’t Know
	

	

	Monthly income:
	$                           . 00
	

	

	Income Source (s):
	□ SSI
	□ SSDI
	□ EA
	□ Other

	

	Housing Status:  
	□Unsheltered
	□ Sheltered            (
	lLocation:   

	
	
	

	
	 
	

	Homeless since:
	              -
	
	1st incident of homelessness  (approximate)

	
	  m   m              y    y    y    y

	
	

	Meets criteria for chronic homelessness?  
	□ Yes
	□ No
	□ Don’t Know
	

	

	

	An individual meets HUD criteria for chronic homelessness if there is evidence of:

1. Homelessness of at least 1 year continuously, or at least 4 episodes in the last 3 years

2. A chronic condition such as substance abuse, mental illness, disabling medical condition(s)

	


PLEASE SEND TO:

Email:  david.modzelewski@state.ma.us 

                                                     FAX: (413) 587-6240

