
DMHAS CoC Rental Assistance Program
Brief Participant Needs Assessment

 Instructions:

Most DMHAS CoC RA projects have one or more Service Providers designated to the project.   In cases where there is no service provider designated to the project, the LMHA is responsible for:
· Tracking which participants are already engaged with a case manager either through the LMHA or at a community-based provider.
· Maintaining current contact information for the primary case manager in each client’s file.
· Coordinating and documenting such coordination with the primary case manager to encourage prompt intervention when the LMHA becomes aware of issues that may threaten housing stability.
· Identifying which participants are not already engaged with a primary case manager.
· Making and documenting assertive efforts at a minimum every 6 months to connect all participants not already engaged to a primary case manager. Such efforts must include, for example, encouraging participants to engage in case management services during annual re-certification meetings and whenever an issue that threatens housing stability is identified. Assertive engagement attempts must occur at least every 6 months, including face-to-face engagement efforts that occur at least annually.  Face-to-face efforts should occur more frequently as determined feasible by the LMHA. Additional engagement efforts may also be conducted via mail and/or phone, including texting. 
· Completing or ensuring that the primary case manager completes an assessment of each participants’ supportive service needs at a minimum annually. A comprehensive sample assessment form is available at  https://www.csh.org/qualitytoolkit/.  A brief sample assessment form follows on pages 2 and 3.  LMHAs may opt to use either sample assessment or a different format.

· Maintaining a copy of the assessment in the participant’s file.
· Making and documenting assertive attempts as described above to engage each participant in the services identified through the assessment as necessary.

 PARTICIPANT NAME: _____________________________________    DATE OF ASSESSMENT:    ________________                                                                                                
1. Participant strengths: _______________________________________________________________________

_________________________________________________________________________________________ 

2. Things the participant cares about achieving:_____________________________________________________

________________________________________________________________________________________
3. Does the participant currently owe rental arrears?  (Yes  (No  Amount owed: $_______________________ 

Comments:
       ___________________________________________________________________________________________
4. Does the participant comply with the lease in the following ways:
Consistently pays rent in full and on time:  (Always  (Sometimes  (Never
Keeps utilities on:  (Always  (Sometimes  (Never
Allows only authorized occupants to live in the unit:  (Always  (Sometimes  (Never
Maintains the unit in a manner that complies with HUD Housing Quality Standards (HQS):  
(Always  (Sometimes  (Never
Enables the landlord to access the unit to make necessary repairs/exterminate: 
(Always  (Sometimes  (Never
Avoids disrupting neighbors: (Always  (Sometimes  (Never
Ensures pets comply with lease terms:  (Always  (Sometimes  (Never
Ensures visitors comply with lease terms: (Always  (Sometimes  (Never
Other Lease Compliance Issues (specify):  _____________________________________________________

 Comments:
       ___________________________________________________________________________________________

5. Do any of the following issues pose a threat to the participant’s safety or housing stability
?
	Issue
	Threat to participant’s safety
	Threat to housing stability

	Mental Health
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Substance Use
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Other Type of Health Issue

(specify:  ________________________)
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Lack of Income
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Budgeting and Managing Money
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Maintaining Entitlements
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Keeping Appointments
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Maintaining the Unit
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Preparing/obtaining meals
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Personal Care/hygiene
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Pet Care
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Lack of basic furniture/household items
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Loneliness
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Recognizing danger/self-protection
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Domestic Violence
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Legal Issues
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Ability to find a landlord willing to rent
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Motivation or ability to access help
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never

	Other (specify):  
	(Often  (Sometimes  (Never
	(Often  (Sometimes  (Never


6. Does the participant pose a threat to someone else’s other than their own safety?

 (Often (Sometimes  (Never              Please briefly explain:  __________________________________________________________________________________________
_________________________________________________________________________________________

7. Do any of the issues identified above pose an imminent danger to the life or jeopardize the safety of the participant or others, such that they require immediate emergency intervention?  (Yes  (No

If yes, please specify immediate steps taken by LMHA staff or others to address the imminent danger:

________________________________________________________________________________________

8. Please list all services to which LMHA staff have attempted to connect the participant in the past twelve months:
	Type of Referral
	Agency to which you referred

	Primary Case Management (REQUIRED REFERRAL)
	

	Mental Health 
	

	Substance Use
	

	Medical
	

	Dental
	

	Employment
	

	Education
	

	Food 
	

	Legal 
	

	Entitlements Assistance/SOAR
	

	Financial Literacy/Budgeting/Credit Counseling
	

	Adult Protective Services
	

	Conservator
	

	Representative Payee
	

	Visiting Nurse
	

	Personal Care Assistance
	

	Pet Care
	

	Furniture/Household Supplies
	

	Child Care/Parenting 
	

	Veterans 
	

	Immigration 
	

	Intellectual Disability 
	

	Domestic Violence 
	

	Peer Support
	

	Recreational/Social
	

	Volunteer Opportunities
	

	Faith
	

	Other (specify): 
	


9. Briefly describe next steps LMHA staff will take to help participants to connect with the services indicated in #8:  

Name of LMHA staff completing assessment: ___________________________________________________

Staff  Signature:____________________________________________________  Date:  __________________
� “Safety threat” means significant risk of physical harm.  “Threat to housing stability” means inability to comply with the lease.
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