
SHELTER PLUS CARE 
APPLICATION FOR TENANT-BASED RENTAL ASSISTANCE PAYMENTS 

 
APPLICANT_____________________________     APPLICATION DATE__________ 
 
RRC____________ ACCESS___________CCD_______  
 
FAMILY COMPOSITION 
List head of household, applicant and all others who will be living with applicant and their 
relationship to head of household. 
 
FULL NAME  RELATIONSHIP BIRTHDATE AGE GENDER     SOC.SEC# 
_______________________________________________________________________ 
_______________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Race of head of household: 
[] White   [] Black    [] American Indian/Alaskan Native   [] Asian/Pacific Islander 
Ethnicity of head of household: 
[] Hispanic     [] Non-Hispanic 
Applicant’s place of birth__________________________________________________ 
 
FAMILY INCOME 
List the source and amount of the annual income of members listed above> 
 
NAME                             SOURCE/TYPE OF INCOME               ANNUAL INCOME__ 
________________________________________________________________________
________________________________________________________________________ 
Attach verification forms for all income listed. 
 
FAMILY ASSETS 
List the checking and savings accounts of each member listed above. 
 
NAME                                 BANK             ACCOUNT NUMER             BALANCE 
____________________________________________________________________ 
____________________________________________________________________ 
 
 
Attach verification forms for all accounts listed. 
 
___ No family member owns stocks, bonds, trusts, pensions or other assets, or___a list of such 
assets is attached. 
___No family member has disposed of any assets for less than the fair market value during the last 
two years, or_____ a list of those assets is attached. 
 
 



 
 
 
 
ADDITIONAL CERTIFICATIONS (COMPLETE EACH ITEM) 
The applicant and Program Representative certify that the applicant: 
 
_____Is homeless as defined for this program (verification attached). 
____  Is disabled/handicapped as defined (verification attached). 
_____Does not have a legal guardian or _____ verification of legal guardian is attached. 
_____Does not have regular expenses for childcare for a child under 12 or ___ verification of                        
           such childcare expenses are attached. 
_____Does not pay the cost of attendant care or equipment to enable household member to work  
          or ____ verification of these expenses is attached. 
_____Chooses not to report and consent to verification of medical expenses or ____ verifications 
           are attached for medical expenses. 
 
 
 
 
State Driver’s License/State ID Number  ____________________________ 
Telephone number to reach you ___________________________________ 
 
 
As the applicant for Shelter Plus Care rental assistance, I certify that all of the above information is 
true and I authorize the undersigned Program Representative to verify any and all information in this 
application.  I understand that providing false information on this application may result in denial or 
termination of assistance. 
 
Applicant______________________________________________ Date ________________ 
 
Program Representative ___________________________________        Date _________________ 
 
 
 
 
 
 
 
 
Rev. 09/24/09 
 
 
 
 



VERIFICATION OF DISABILILTY FORM 
 
Project Name:  SHELTER PLUS CARE - __Gaston/Lincoln/Cleveland                     __________________ 
 
Applicant: ___    _______________________________________________________ 
 
To Whom It May Concern: 
 
The person named below is a tenant/applicant for a dwelling unit in the above referenced project.  We are 
required by Federal Law to obtain verification of disability/handicap for each tenant/applicant to determine 
his/her eligibility for occupancy in the project. 
 
For the purpose of qualifying for occupancy in the project, the tenant/applicant must meet a three-part test: (a) 
as a result of his/her disability, the need for treatment is expected to be of a long, continued and indefinite 
duration; (b) the disability substantially impedes his/her ability to live independently; and (c) is of such nature 
that the disability could be improved by more suitable housing conditions.  If the participant is disabled by 
chronic problems with alcohol and/or drugs, the person’s disability must meet the following criteria:  
“Problematic use/abuse of alcohol and/or drugs that (1) has occurred for at least 12 months and (2) has caused 
serious difficulties in interpersonal relationships as evidenced by disruptions in employment, loss of housing, 
and/or loss of role in family structures or other important relationships.” 
 
The information requested will be kept in strictest confidence.  If you have any questions, please contact our 
office at the number below.  Thank you for your cooperation in completing this form as soon as possible. 
 
_______________________________________                        _____________________________ 
Program Representative                                                                 Phone Number 
 
I authorize ______________________________ to release all information concerning my disability. 
                (Name of Doctor, Agency or Institution) 
Signature of Tenant or Applicant ______________________________________________________ 
 
CONFIDENTIAL MEDICL INFORMATION -------- MEDICAL PERSONNEL ONLY   
In my opinion, the above reference Tenant/Applicant ____ is, ___ is not disabled as defined above. 
 
PLEASE CIRCLE ONLY ONE (PRIMARY DIAGNOSIS) 
Disability Code:                 1 = Seriously Mentally Ill  2 = Chronic Substance Abuser 
    3 = SMI and CSA (1 & 2)  4 = Persons with AIDS 
    5 = Other 
Signature of qualified professional: _________________________________ Date: ___________ 
Title:  __________________________________________________________________ 
Address: __________________________________________________________________ 
  __________________________________________________________________ 
Telephone __________________________________________________________________ 
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