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STATE OF NEW HAMPSHIRE

DEPARTMENT OF HEALTH AND HUMAN SERVICES

DIVISION OF COMMUNITY BASED CARE SERVICES

BUREAU OF HOMELESS AND HOUSING SERVICES

105 PLEASANT ST, CONCORD, NH  03301

603-271-5059    1-800-852-3345, Ext. 5059

Fax: 603-271-5139    TDD Access: 1-800-735-2964    www.dhhs.nh.gov


SECTION 1 - APPLICATION COVER SHEET

	TRACK A
	TRACK B
	TRACK C
	TRACK D*
	TRACK E
	TRACK F

	Re-Entry  FORMCHECKBOX 
                   

	OJT  FORMCHECKBOX 
  
	Shelter  FORMCHECKBOX 

	D/U/D  FORMCHECKBOX 

	APTD Eviction

 Prevention  FORMCHECKBOX 

	Other  FORMCHECKBOX 



CASE MANAGER  FORMDROPDOWN 
                

DATE      
HOUSEHOLD INFORMATION

	HEAD OF HOUSEHOLD

 LAST NAME ONLY
	     
	Date
	     

	New Street Address
	     
	Phone
	     


	Town
	     
	ZIP
	     


ALL HOUSEHOLD MEMBERS:

	Name
	M/F/O
	Date of Birth
	SSN
	Disabled
	Vet

	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 



FALSE INFORMATION WILL RESULT IN DISMISSAL FROM THIS PROGRAM.

By signing, the applicant authorizes the HPRP agency to release their personal information to the Bureau of Homeless and Housing Services or others for the purpose of facilitating housing stability.  This authorization will terminate with the participant’s exit from the HPRP program.  

Applicant’s Signature:



_____________Date:  _______________________

Worker’s Signature: _________________________________ Date: _______________________
SECTION 2 - HOUSEHOLD BUDGET
[image: image6.jpg]



	HH NAME
	      
	DATE
	     

	
	
	
	
	
	
	

	Income Sources
	Household Member’s Name
	NET Amount Per Month
	
	Expenses
	Household Member’s Name
	NET Amount Per Month

	Employment PT/FT*
	      
	      
	
	Rent
	      
	      

	Employment PT/FT*
	      
	      
	
	Gas
	      
	      

	VA Benefits
	      
	      
	
	Electric
	      
	      

	SSI/SSDI/SS
	      
	      
	
	Trash
	      
	      

	Disability
	      
	      
	
	Telephone
	      
	      

	Unemployment
	      
	      
	
	Cell Phone
	      
	      

	Foster Care
	      
	      
	
	Medical
	      
	      

	Child Support
	      
	      
	
	Taxi's
	      
	      

	Military
	      
	      
	
	Automobile Payment
	      
	      

	Pension
	      
	      
	
	Car Insurance Payment
	      
	      

	Food Stamps
	      
	      
	
	Gasoline/Car Repairs
	      
	      

	TANF 
	      
	      
	
	Household Supplies 
	      
	      

	Other Income
	      
	      
	
	Food
	      
	      

	TOTAL
	      
	      
	
	Life Insurance Policy
	      
	      

	
	
	
	
	Furniture Payment
	      
	      

	
	
	
	
	Credit Card Payments
	      
	      

	TOTAL INCOME
	     
	
	Childcare
	      
	     

	TOTAL EXPENSES
	     
	
	Cable/DTV Other
	      
	     

	Over/Under
	     
	
	Toiletries
	      
	     

	
	
	
	
	Tobacco
	      
	      

	
	
	
	
	Child Support
	      
	      

	
	
	
	
	Other
	      
	      

	
	
	
	
	Other
	      
	      

	
	
	
	
	Other
	      
	      

	
	
	
	
	Other
	      
	      

	
	
	
	
	TOTAL
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SECTION 3 - SELF-DECLARATION OF HOUSING STATUS

HPRP Applicant Name:      
 FORMCHECKBOX 
 
Household without dependent children 

 FORMCHECKBOX 

Household with dependent children 

Number of persons in the household:       



This is to certify that the above named individual or household is currently homeless or at-risk of homelessness, based on the following and other indicated information and the signed declaration by the applicant.



Check only one:

 FORMCHECKBOX 
  I [and my children] am/are currently homeless and/or living on the street (i.e. a car, park, abandoned building, bus station, airport, camp ground or other place not meant for human habitation).

 FORMCHECKBOX 
  I [and my children] am/are the victim(s) of domestic violence and am/are fleeing from abuse.

 FORMCHECKBOX 
  I [and my children] am/are being evicted from the housing we are presently staying in and must leave this housing within the next      days.

I certify that the information above and any other information I have provided in applying for HPRP assistance is true, accurate and complete. 

HPRP Applicant Signature: __________________________
Date: ______________________



HPRP Staff Certification 

I understand that third-party verification is the preferred method of certifying homelessness or risk for homelessness for an individual who is applying for HPRP assistance

Documentation of attempt made for third-party verification:

     
Outreach Worker Signature: ________________________________Date: _________________

 SECTION 5 - APARTMENT INSPECTION
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Tenants’ Names      

 FORMTEXT 
     
Landlord/Property Managers’ Name      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     PHONE     
Landlords Mailing Address      
Apartment Address      
Number of Door Keys Issued __________   Number of Mail Box Keys Issued __________

	LIVING ROOM
	Good
	Fair
	Poor
	BEDROOM 1
	Good
	Fair
	Poor

	Walls
	
	
	
	Walls
	
	
	

	Floor/Carpet
	
	
	
	Floor
	
	
	

	Ceiling
	
	
	
	Ceiling
	
	
	

	Lights
	
	
	
	Lights
	
	
	

	Furniture
	
	
	
	Mattress/bed/frame
	
	
	

	Windows/Glass/screens
	
	
	
	Dressers
	
	
	

	KITCHEN/DINING
	Good
	Fair
	Poor
	Windows/Glass/Screens
	
	
	

	Walls
	
	
	
	BEDROOM 2
	Good
	Fair
	Poor

	Floor
	
	
	
	Walls
	
	
	

	Ceiling
	
	
	
	Floor
	
	
	

	Lights
	
	
	
	Ceiling
	
	
	

	Cabinets
	
	
	
	Lights
	
	
	

	Counter Top
	
	
	
	Mattress/bed/frame
	
	
	

	Stove, Oven
	
	
	
	Dressers
	
	
	

	Refrigerator
	
	
	
	Windows/Glass/Screens
	
	
	

	Dishwasher
	
	
	
	OTHER
	Good
	Fair
	Poor

	Sink
	
	
	
	Doors/Locks
	
	
	

	Faucets
	
	
	
	Front Entrance
	
	
	

	Windows/Glass/Screens
	
	
	
	Rear Entrance
	
	
	

	BATHROOM 
	Good
	Fair
	Poor
	Air Conditioner
	
	
	

	Floor
	
	
	
	Smoke Detector
	
	
	

	Ceiling
	
	
	
	C/M Detector
	
	
	

	Lights
	
	
	
	
	
	
	

	Towel Racks
	
	
	
	
	
	
	

	Faucets
	
	
	
	
	
	
	

	Toilet
	
	
	
	Tenant Signature
	Date

	Sink
	
	
	
	
	

	Tub
	
	
	
	
	

	Medicine Cabinet
	
	
	
	Landlord Signature
	Date

	Windows/Glass/Screens
	
	
	
	
	

	
	
	
	
	
	


Provide a copy to each the tenant and landlord. 

SECTION 6 – 11 POINT HABITABILITY INSPECTION LIST [image: image9.png]



All housing assisted under Housing WIN! must provide safe and sanitary housing that is in compliance with the habitability standards outlined below.  Mark each statement as A for approved or D for deficient.  Property must meet all standards in order to be approved.

	 FORMDROPDOWN 

	1
	Structure and materials: The structures must be structurally sound so as not to pose any threat to the health and safety of the occupants and so as to protect the residents from hazards. (Interior/Exterior stairs have sturdy railings, mobile homes secure to ground, etc.)

	 FORMDROPDOWN 

	2
	Access: The housing must be accessible. All doors/windows must be able to be secured.  Structures must provide alternate means of egress in case of fire. 

	 FORMDROPDOWN 

	3
	Space and Security:  An acceptable, secure place to sleep must be provided for each resident.



	 FORMDROPDOWN 

	4
	Interior air quality: Every room must be provided with natural or mechanical ventilation.  Structures must be free of pollutants in the air at levels that threaten the health of residents. (Do windows in all rooms open? Do bathroom fans work?)

	 FORMDROPDOWN 

	5
	Water Supply: The water supply must be free from contamination at levels that threaten the health of individuals. (Is the water free of rust, discoloration and odor/taste free).

All faucets and toilets in working condition. 

Town/City water__________   Shared well _________ Private well__________

	 FORMDROPDOWN 

	6
	Thermal environment: The housing must have adequate heating facilities in proper operating condition. (Turn on heater, does it work?)

	 FORMDROPDOWN 

	7
	Illumination and electricity: Sufficient electrical sources must be provided to permit use of essential electrical appliances while assuring safety from fire. Hallways must be illuminated.  (Check every outlet in unit, are they working?)

	 FORMDROPDOWN 

	8
	Food preparation: All food preparation areas must contain suitable space and equipment to store, prepare, and serve food in a sanitary manner. (Sink drains properly, Refrigerator working, oven/stove working?)

	 FORMDROPDOWN 

	9
	Sanitary Conditions: The housing and any equipment must be maintained in sanitary condition. Unit must be free from infestations of mice, rats, cockroaches, ants, spiders, termites, bees, wasps, hornets, pigeons. (Look for fecal signs). The unit must be free of mold, mildew, mushrooms in any interior part of the unit

	 FORMDROPDOWN 

	10
	Lead-based paint: If the structure was built prior to 1978, and has defective paint surfaces (paint is cracking, scaling, chipping, peeling or loose) and a child under the age of six or a pregnant woman will reside in the property, the property cannot be approved until the defective surface is repaired. Note the following to assist in determining if unit can be approved or is deficient: Date built/rehabbed ________; Children under 6 present____; pregnant woman____; LBP brochure provided to household and signature of receipt on file__​​​​​​​​______.

	 FORMDROPDOWN 

	11
	Smoke detectors: The unit must comply with the Fire Administration Authorization Act of 1992 (P.L. 102-522). Smoke detectors must be installed in accordance with NFPA 74. Units must contain a single or multiple station smoke detectors; outside each sleeping area; on each level; battery operated or hard wired; clearly audible or interconnected. 


SECTION 6 Page 2
CERTIFICATION STATEMENT

I certify that I am not a HUD certified inspector and I have visually evaluated the property located at the address below to the best of my ability and find the following:  

 FORMCHECKBOX 
The property does meets all of the above standards, therefore it IS APPROVED.

 FORMCHECKBOX 
The property does not meet all of the above standards, therefore it is NOT APPROVED.
	Client Name  
	     


	Street Address  
	     
	Apartment #
	   

	City/Town
	     
	NH 
	Zip
	     


Workers Signature: _________________________________________
Date:  ______________________
Please Print Name:
_____________________________________     TCCAP H.P. Dir. Initials______

If property DOES NOT MEET STANDARDS, please note on which point it failed and describe problem

	PROBLEM POINT
	Description
	Was Landlord Contacted
	Problem corrected?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


If a problem is corrected, a second visual inspection is required.
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Homelessness Prevention and Rapid Re‐Housing Program (HPRP) 
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SECTION 7

STAFF CERTIFICATION OF ELIGIBILITY FOR HPRP ASSISTANCE 

Purpose: This form serves as documentation that: (1) the program participant named below meets all eligibility criteria for HPRP assistance; (2) this eligibility determination is based on true and complete information; (3) neither the staff member making this determination nor his or her supervisor are related to the program participant through family, business or other personal ties; and (4) this eligibility determination has not resulted from, nor will result in, any financial benefit to the staff member making this determination, his or her supervisor, or anyone related to them. 

Instructions: This form must be completed for each program participant upon the determination of his or her eligibility for HPRP assistance. This form must be signed and dated by the HPRP staff person who makes this determination and that person’s supervisor and must be kept in the program participant’s case file. This form will remain valid, unless a different staff person re‐determines the program participant’s eligibility, in which case a new form will be required.  

	Head of Household Name:      

	Names of Other Household Members

	     

	     

	     

	     

	     

	     

	     

	     


*All members in household that will benefit from HPRP assistance should be listed here. 

Required certifications: Each person signing below certifies to the following: (1) To the best of my knowledge, the program participant named above meets all requirements to receive assistance under the Homelessness Prevention and Rapid Re‐Housing Program (HPRP). (2) To the best of my knowledge and ability, all of the information used in making this eligibility determination is true and complete. (3) I am not related to the program participant through family, business or other personal ties. (4) To the best of my knowledge neither I, nor anyone related to me, has received or will receive any financial benefit for this eligibility determination. (5) I understand that fraud is investigated by the Department of Housing and Urban Development, Office of Inspector General, and may be punished under Federal laws to include, but not limited to, 18 U.S.C. 1001 and 18 U.S.C. 641. (6) I understand that if any of these certifications is found to be false, I will be subject to criminal, civil and administrative penalties and sanctions. 

HPRP Staff Signature: ____________________________________ Date: ______________________ 

HPRP Supervisor Signature: _______________________________ Date: ______________________ 

	
	
	
	Nicholas A. Toumpas

Commissioner

Nancy L. Rollins

Associate Commissioner
	
STATE OF NEW HAMPSHIRE

DEPARTMENT OF HEALTH AND HUMAN SERVICES

DIVISION OF COMMUNITY BASED CARE SERVICES

BUREAU OF HOMELESS AND HOUSING SERVICES

105 PLEASANT ST, CONCORD, NH  03301

603-271-5059    1-800-852-3345, Ext. 5059

Fax: 603-271-5139    TDD Access: 1-800-735-2964    www.dhhs.nh.gov


SECTION 8 - VERIFICATION OF INCOME (for Employment Income only)

(Required if client does NOT have 4 weeks of pay stubs)

HPRP Applicant Name:      
Instructions for Employer/Payment Source Representative: This is to certify the income received by the above named individual for purposes of participating in the HPRP program. This information will be used only to determine the eligibility status and level of benefit of the household.  

Please return this form to: 


Name & Title:
     

Phone:       
Address:       
Fax:
     


Employment Income 

HPRP Applicant Release:  I hereby authorize the release of the following employment information. 

HPRP Applicant Signature: _______________________________Date: ____________________

EMPLOYER REPRESENTATIVE TO COMPLETE THIS SECTION:

The person above is employed by ______________________________since _______________. 

He/she is paid $______________ on a _____________basis and is currently working an average 

of _____________hours per ____________. 

Additional compensation please specify (if any):_______________________________________


Probability of continued employment:  _____________________________________________

Authorized Employer Representative Signature: _______________________________________ 

Name, Title: _____________________________________________ Date:__________________

Address & Phone:_____________________________________________________________

	
	
	
	Nicholas A. Toumpas

Commissioner

Nancy L. Rollins

Associate Commissioner
	
STATE OF NEW HAMPSHIRE

DEPARTMENT OF HEALTH AND HUMAN SERVICES

DIVISION OF COMMUNITY BASED CARE SERVICES

BUREAU OF HOMELESS AND HOUSING SERVICES

105 PLEASANT ST, CONCORD, NH  03301

603-271-5059    1-800-852-3345, Ext. 5059

Fax: 603-271-5139    TDD Access: 1-800-735-2964    www.dhhs.nh.gov


SECTION 9 - RETURN OF THE SECURITY DEPOSIT

One of the components of the Tri-County CAP Housing WIN! Program is to occasionally provide security deposit on a rental unit for a client. 

As a part of the HPRP Federal Program, any money paid to the landlord for a security deposit needs to be returned to:

Tri-County CAP Homeless Programs

Attn: Housing WIN!

57 Mechanic Street #5

Lebanon, NH  03766
Security Deposit for (Client’s Name):

     
Address of Rental Unit: 
     
Security Deposit amount: 
     
I agree to provide the Tri-County CAP any money remaining from the Security Deposit paid by TCCAP.

I agree to provide the Tri-County CAP Case Mangers access to the unit to confirm damages as itemized by you or your assigns when a full deposit is not returned. 

Landlord Signature: _________________________________________ Date: _______________

PLEASE PRINT NAME ________________________________________

Outreach Signature: ___________________________________              Date: ______________

PLEASE PRINT NAME ________________________________________
(PLEASE PROVIDE A COPY OF THIS TO THE LANDLORD FOR HIS/HER FILES)  9/10
REQUEST FOR FUNDS 

W-9’s/Bills/Leases/Demands MUST BE ATTACHED!

	DATE:       
	

	Applicant Name:       
	DOB:      

	NEW Street Address:       
	Town:      

	County:   FORMDROPDOWN 

	Zip Code:       

	Contact Phone Numbers:       


	APPROVED EXPENDITURE
	VENDOR COMPLETE ADDRESS & PHONE


	AMOUNT

	Rental Assistance
	VENDOR           
Address            
Town                                   ST         ZIP      
Phone                          EIN or SS#        
	$      

	Security Deposits
	VENDOR           
Address            
Town                                   ST         ZIP      
Phone                          EIN or SS#        
	$      

	Utility Payment
	VENDOR           
Address            
Town                                   ST         ZIP      
Phone                          EIN or SS#        
	$      

	Utility Deposit


	VENDOR           
Address            
Town                                   ST         ZIP      
Phone                          EIN or SS#        
	$      

	Motel/Storage

Gas/Other
	VENDOR           
Address            
Town                                   ST         ZIP      
Phone                          EIN or SS#        
	$      

	
	TOTAL
	$      


�





�





�
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