	Tenant Name     _________________Certificate #  ________________
CoC Rental Assistance Program

	1.  Insert unit size in number of bedrooms.  (This is the number of bedrooms for which the family qualifies, and is used in determining the amount of assistance to be paid on behalf of the family.)

2.  The Fair Market Rent (FMR) for your area:  (Unless the cost of utilities is included in your rent, they will be deducted from the FMR to determine the maximum allowable rent payable to landlord.) 
	1.  Unit 

     Size  _________ 

2.   FMR

     $______    

	3.  Date Housing Certificate Issued:  (Insert actual date housing certificate is issued to family.)


	3.  Issue Date

      /     / ___

	4.  Housing Certificate Expires:  Insert date sixty days after housing certificate is issued.)


	4.  Expiration Date

      /  / _____

	5.  Date Extensions Expire:

(if applicable)


	5a.  1st
Expiration date:

        /       /____    


	5b.    2nd
Expiration Date

      /      /____

	6. Name of Family Representative:

     
	Signature of Rep.:
	          Date

         /      /____

	7.  Department of Mental Health and Addiction   

     Services


	Address:


	Telephone #

     

	8.  Name & Title of Official:


	Signature of Official:
	        Date

      /      / ___   


A. CERTIFICATION.  The Department of Mental Health and Addiction Services (DMHAS) hereby certifies that the above named family is authorized to participate in the CoC Rental Assistance Program.  Under this program, DMHAS will make rental assistance payments on behalf of participating families toward their rent to owners of decent, safe, and sanitary dwelling units selected by the families.

B. DWELLING UNIT.  When the family finds a dwelling unit meeting its space requirements and            otherwise suitable to its needs, which is in decent, safe, and sanitary condition, the family should submit to DMHAS the Request For Lease Approval form, DMHAS will inspect the unit.  If the unit meets housing quality standards, does not exceed the maximum allowable rent for that unit, and is approved by DMHAS, the landlord and family will be so notified.


C. CONTRACT RENT.  The total monthly rent stated in the Lease must be determined by DMHAS to be reasonable.  Generally, this rent, plus the allowance for the tenant-paid utilities and services must not exceed the maximum allowable rent, or any higher rents as approved by DMHAS.

D. FAMILY PORTION OF RENT

1. GROSS FAMILY CONTRIBUTION.  The family will be obligated to pay not more than 30% of  


adjusted monthly income or 10% of gross monthly income (whichever is greater), toward the 


monthly Contract Rent.

2. CHANGES IN FAMILY INCOME AND OTHER FACTORS.  The amount of the family’s 


required gross family contribution is subject to change by reason of changes in family income,


composition, and the extent of exceptional medical of other unusual expenses, and changes in the 


allowance for tenant-paid utilities and services and the Contract Rent.

E. DMHAS PORTION OF RENT.  DMHAS will pay to the owner in behalf of the family the difference 

      between the family’s portion of the rent and the monthly Contract Rent.

F. DMHAS APPROVAL OF UNIT.  DMHAS, upon issuing this Certificate, anticipates that if all 

      program requirements are met, DMHAS will have money available for a Housing Assistance 

      Payments Contract with the Owner; however, DMHAS does not incur any liability by issuing this

      Certificate.

G. CONDITIONS.  The Family agrees to perform all of its obligations under the CoC Rental Assistance Program.  The Family shall:  a) provide such family income information

      and records as may be required in the administration of the program,  b) permit inspection of its

      dwelling unit at reasonable times after reasonable notice,  c) give at least 30 days notice DMHAS of

      the Family’s intention to vacate the unit, and  d) cooperate with DMHAS in finding another unit when

      the Family is no longer eligible for its present size unit.  These conditions continue to apply after the

      family begins to receive assistance under this program.

H. EQUAL HOUSING OPPORTUNITY.  If the Family has reason to believe that, in its search for 

      suitable housing, it has been discriminated against on the basis of age, race, color, creed, religion, sex,

      familial status, handicap or national origin, the Family may file a complaint with HUD.  HUD has set 

      up a “HOT LINE” to answer questions and take complaints about Fair Housing and Equal 

      Opportunity.  The toll-free number is (800) 424-8590.  In addition, any family has a right to request a

      Fair Hearing from the Department of Mental Health and Addiction Services by writing to the Director

      of Housing Resources, 410 Capitol Avenue, Hartford, CT 06105.

I. DEADLINE DATE.  The Request For Lease Approval must be submitted to no later than sixty (60)

      days from the issue date of this Certificate.  If these documents are not submitted by such date, the 

      Certificate shall expire unless extended by in writing.

     Signature of Family Rep.: ___________________________________________________________

Sign both copies of the Certificate.  Keep one original for your records and return one to DMHAS.  If you have any questions, contact your case manager.   
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