Mid Shore Roundtable

! MID SHORE ROUNDTABLE ON HOMELESSNESS COC
PERMANENT SUPPORTIVE HOUSING REFERRAL FORM

o

Homeless Status Determination: Emergency Shelter,
transitional housing, car, abandoned house, wooded
area, street, public place not meant for habitation,
hotels/motels paid for by government or a charitable
organization, exiting an institution for 90 days or less
& stayed in shelter or place not meant for habitation
prior to institution stay

PSH preliminary requirements: Individual
must be literally homeless AND have a
severe mental health diagnosis verified by a
mental health provider. Preliminary
requirements do not guarantee placement.

Date:
Referring Agency:
Person completing referral:
Phone:
Email:
Client Name: Age: DOB:

Contact/Phone number:

# of Household Members:

Where did they stay last night:

# of Minor Children:

# of Pets:

What is their current source of income, if any?

Please attach the fully executed Verification of Disability

Have they previously been enrolled in the CoC permanent supportive housing program? B Yes & No

Are they receiving assistance from any other organization?

Is client willing to go to a shelter? [ Yes & No (refer to www.midshorebehavioralhealth.org for shelter list)
Has client been entered into HMIS system? & Yes @l No @ Unsure

If yes, please indicate HMIS client ID:

Has client completed the Self-Sufficiency Assessment by Fran Doran, CoC Coordinated Entry Person?
If yes, please indicate Self-Sufficiency Assessment score:
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Is client a veteran or a member of their household a veteran? R Yes ENo

Veteran Resources: VA Homeless Outreach: (443) 326-4337

All veterans may be referred to one of the Supportive Services for Veteran Families (SSVF) Programs:
St. James: (410) 742-1427

Alliance: (410) 804-4998

Have they been a recent victim or have a history of domestic violence? BYes B No
May be referred to Mid-Shore Council on Family Violence: 1-800-927-4673

Is the client FUP eligible? @ Yes B No

FUP Eligible Family: Public Child Welfare Agency has certified, and the lack of adequate housing is a primary
factor in the imminent placement of a family’s child, or children, to the family from out-of-home care, and the
PHA (MDDHCD) has determined is eligible for a HCV.

FUP Eligible Youth: At least 18 years and not more than 24 years of age, who left foster care, or will leave foster
care within 90 days, and are homeless or are at risk of becoming homeless at age 16 or older.

Additional Notes or Comments:

Please submit this form completed in its entirety to:

Fran Doran: fran.doran@hishopeministries.org

Ashley Kessinger: akessinger@midshorebehavioralhealth.org
America McKinney: amckinney@midshorebehavioralhealth.org
Via fax: 410-770-4809

You may call 443-239-4486 or 410-770-4801 with any questions.
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Verification of Disability
Authorization to Release Information

Continuum of Care Applicant:

County:

I hereby authorize the release of the information requested below to the Maryland Department of
Health, Behavioral Health Administration for the purpose of determining my eligibility for the
Continuum of Care Housing Program.

CoC Applicant’s Signature Date

, has applied for housing through the MD Department of
Health Behavioral Health Administration’s Continuum of Care Program. The Department of
Housing and Urban Development’s regulations governing the Continuum of Care Program
requires verification of disability as a condition of participation in the program.

This release authorizes you to provide information regarding the physical/mental condition on
the above applicant as follows:

1. Does the applicant have a diagnosis of Schizophrenia (DSM-5: F20.9, F20.81, F25.0
F25.1, F28); Major Depressive Disorders (DSM-5: ¥33.2, F33.3); Bipolar Disorders
(DSM-5: F31.13, F31.2, F31.4, F31.5, F31.0, F31.9, F31.81); Delusional Disorder
(DSM-5: F22); Other Psychotic Disorder (DSM-5: F29); Schizotypal Personality
Disorder (DSM-5: F21), and Borderline Personality Disorder (DSM-5: F60.3).

Yes: |:| No: |—_L|

Diagnosis:
DSM-5 Code:

2. Has the applicant had the disability for two years or longer?
Yes: Date of Disability: No:

3. Is the disability expected to be of long- continued and indefinite duration?
Yes: No :

4. Would the nature of the applicant’s disability be improved by more suitable housing

conditions?
Yes: No:
Physician’s Name:
Street Address:
City: State: Zip Code:
@)
Signature of Physician, Psychiatrist, or Phone Number Date Completed

Licensed Professional
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