Revised 10.3.18

CoC Rental Assistance Program

Department of Mental Health and Addiction Services

OCCUPANCY CONTINUATION FORM
                        Date:




Telephone Nos.  Home



Work







 

Household Status:  (check all applicable)

Head/Spouse

62 or older

 disabled

handicapped





FAMILY COMPOSITION

	Family

Member

No.
	Names of 

Persons to

Live in Unit
	Relation to

Family Head


	Sex
	Date of 

Birth
	Student

Yes/No
	Social Security #



	Head
	
	
	
	
	
	

	2
	
	
	
	
	
	

	3
	
	
	
	
	
	

	4
	
	
	
	
	
	

	5
	
	
	
	
	
	


List any changes expected in household:










List School(s) attended by Students:
























GROSS INCOME AND EMPLOYMENT: List everyone who is receiving income and/or working.
You must include all income from employment, tips, TANF, pension, social security, unemployment compensation, alimony, child support, educational stipends, veterans’ benefits, Food Stamps, Medicare/Medicaid and/or any other public assistance.  
	Family 

Member No.
	Source of Income for

All Family Members
	Address

City and State
	Amount
	Per

	Head
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	


EMERGENCY CONTACT INFORMATION:  List person (family member, friend, sponsor, etc.) who you would like the CoC Rental Assistance Program to contact in case of any emergencies.

Emergency Contact:_______________________________    Telephone #




Address:   ________________________________________________________________________
ASSETS

List all checking and savings accounts (including IRAs, Keogh accounts, and Certificate of Deposit). List the value of all stocks, bonds, trusts, pensions, or other assets owned by any household member.

	Family 

Member No.
	Bank Name 

and Address
	Type of 

Account
	Account

Number
	Balance

	Head
	
	
	
	$

	2
	
	
	
	$

	3
	
	
	
	$


  Yes

No





Do you have expenses for child care of a child aged 12 or younger?





If yes, provide the name, address and telephone number of the care provider:



















What is the weekly cost to you of the child care? $





Do you pay a care attendant or for any equipment for any handicapped or disabled family member(s) necessary to permit that person or someone 
else in the household to work? If so, what is the cost to you for the care attendant and/or the equipment?  $












Do you have outstanding medical bills which you are paying? If yes list 





them below.








What medical expenses do you expect to incur in the next twelve months?





$










Do you have a conservator (of person or finances)?  If so please provide the name, address and type of conservator:
Do you volunteer for any agency, organization and/or group?  If so, please list with the number of hours volunteered each month:
APPLICANT CERTIFICATION

I/We certify that the information given to the Department of Mental Health and Addiction Services on household composition, income, net family assets, and allowances and deductions is accurate and complete to the best of my/our knowledge and belief. I/We understand that false statements or information are grounds for termination of housing assistance and termination of tenancy.

Signature of Head:






Date:






Signature of Spouse:






Date:






