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~Submit via fax to your local housing coordinator~
	To:
	     
	From:
	     

	Fax:
	     
	Pages:
	     

	Phone:
	     
	Date:
	     


Client URN (from CAREWare):      

Client Overall Acuity (from the most recent Acuity Form):      
     
Your short-term housing plan for the client and any other comments (this should be detailed in the client’s current Care Plan): 
Include with this referral:


 FORMCHECKBOX 
 Client self-assessment form


 FORMCHECKBOX 
 Signed DHS Authorizations for Use & Disclosure of Information

 FORMCHECKBOX 
 Any documentation of client’s household income

 FORMCHECKBOX 
 Other pertinent payment documents (rental agreement, utility bills, etc.)
Oregon Housing Opportunities in Partnership (OHOP)

Client Self-Assessment Form

Some things you should know:
What is OHOP?

The Oregon Housing Opportunities in Partnership (OHOP) program is a housing program that helps people who have low or no income and who are living with HIV.  

The OHOP program may be able to help you with:

· Referrals to emergency shelters or other emergency housing

· Referrals to temporary or transitional housing

· Help paying your rent, mortgage, or utilities for a few months
· Help paying deposits to get you into a new rental unit

· Ongoing monthly help paying your rent

What is this form for?

The OHOP Client Self-Assessment Form lets you tell us about you so that we can start helping you with your housing.  

After your Case Manager sends us the form, your OHOP Housing Coordinator will contact you to tell you more about OHOP and to work with you to make a plan for how we can start to help.

Some of these questions are really personal.  Why does OHOP ask them?
First it’s important that you know that all of the information on this form is confidential – We can’t share it with anyone unless you tell us we can.

Second, none of the things you tell us on this form will keep you from getting help with housing.  We only ask these questions because they help us find the best housing help for you. 

If there are questions on this form that you don’t want to answer, you can leave them blank.  Your Housing Coordinator can ask you later. 

At the end of the form, we’ll ask you to sign it to tell us that the information on the form is true.  By answering all of the questions with the truth, we will be able to get you better help with your housing more quickly.

Oregon Housing Opportunities in Partnership (OHOP)
Client Self-Assessment Form
 PART 1: How can we contact you? 
1.  Your full legal name: ____________________________       _




    

Last, 


First,


M.I.
2.  Where can we send you mail?



















  

Street address or PO Box,


City,


State

ZIP

3.  At what phone number can we call you?
  (         )



  
4.  Can we leave messages at that number? ( Yes  ( No
5.  This phone # is: ( My home # ( My cell  ( A friend/family member ( My case manager ( Other: 


 PART 2: Where do you live now?  


[image: image1]
 PART 3: Tell us more about where you live. 

1.  What is your address?
















(if different from mailing)
Street address,




City,


State

ZIP

2.  What type of building do you live in? ( Apartment  ( House  ( Duplex/Multiplex  ( Manufactured home  

3.  How many bedrooms? 

  4.  How many people live with you (including roommates)? 


5.  How much do you pay each month for rent or a mortgage payment?  $




6.  Which utilities do you pay? ( Electric  ( Natural Gas  ( Water ( Sewer  ( Garbage ( Other: 



7.  Does anyone outside of your household help you pay your rent, mortgage, or utilities each month (like a friend, your case manager, or a housing agency)?

( No ( Yes  
If Yes, who helps you pay?  








7.  Check the boxes that best describes your current housing:

I want to stay where I am…

( I want to stay where I am, but to keep my housing I will need help paying the rent, mortgage, or utilities:


( every month for more than three months  ( just one or two months in the next year  

( If I don’t get help with my housing, I think I might lose it:



( within the next month  ( within the next 3 months  ( within the next year
I need to move…
( I receive short-term or transitional housing assistance that will end:


( more than 3 months from now  ( less than 3 months from now  
( I received an eviction notice and must leave my current rental housing in less than:




( 1 week  ( 1 month  ( 3 months  ( 1 year

( My home is condemned or I can’t live there because of health or safety hazards.

( My current housing doesn’t meet my needs because:



( it’s too small  ( of my health or medical needs 


( My housing isn’t described in one of the boxes above.
PART 4: Tell us about who lives with you or who will live with you if you get help with housing. 

Complete this information for everyone that lives with you, including yourself, even if they’re not a member of your family (like a roommate).  If there are more than six people, attach another sheet.  
Income should include money you earn from work, unemployment benefits, SSI or SSDI payments, TANF grants etc., but does not include food stamps.  The income you list here should be the full amount of income before taxes, garnishments, or overpayment penalties.
	Name (Last, First)
	Relationship

(partner, spouse, roommate, etc.)
	Date of Birth

(MM/DD/YYYY)
	SSN 
(leave blank if none or unknown)
	Gender (M/F/T)
	Race / Ethnicity

(see below)
	Gross

Monthly Income
	Source of Income

	
	self
	
	
	
	/
	
	

	
	
	
	
	
	/
	
	

	
	
	
	
	
	/
	
	

	
	
	
	
	
	/
	
	

	
	
	
	
	
	/
	
	

	
	
	
	
	
	/
	
	


Codes for Race / Ethnicity: Race: 1 = American Indian or Alaskan Native, 2 = Asian, 3 = Black or African American, 4 = Native Hawaiian or Other Pacific Islander, 5 = White, 6 = American Indian or Alaskan Native and White, 7 = Asian and White, 8 = Black or African American and White, 9 = American Indian or Alaskan Native and Black or African American, 10 = Other Multi-Racial; Ethnicity: H = Hispanic or Latino, N = Non-Hispanic/Latino
For example: Someone who is White, Non-Hispanic/Latino would mark “5/N.”  Someone who is Black or African American and Hispanic or Latino would mark “3/H.”
 PART 5: Tell us more about you.
1.  What language do you speak best?  ( English  ( Spanish  ( Other: 




2.  How long have you been living in your current location?  




3.  Have you ever been homeless for more than one year?  ( Yes  ( No  ( I don’t know
4.  Have you been homeless more than four times in the last three years?  ( Yes  ( No ( I don’t know  

5.  Have you ever experienced domestic violence?  ( Yes  ( No  ( I don’t know 

6.  How is your credit?  ( Good  ( Bad  ( I don’t have a credit history  ( I don’t know
7.  How is your rental history?
( Good (I have several good references)  ( Bad (I have been evicted before)

 



        
( I don’t have a rental history  

   ( I don’t know 

8.  Do you have a criminal history? ( Yes  ( No  ( I don’t know

If Yes: 
Have you been released from jail or prison in the last five years? ( Yes  ( No 

Are you currently on probation or parole?  ( Yes  ( No 
9.  Are you a U.S. military veteran? ( Yes  ( No  If Yes: Were you honorably discharged?  ( Yes  ( No
Oregon has a law that requires OHOP employees to report abuse or neglect of some Oregonians.  This is called mandatory reporting and is an important protection.  If you are under 18 years of age, over 65 years of age, or living with developmental disabilities or mental illness, based on your response to the next question, we may be required to report your situation.

10.  Are you currently being abused (physically, sexually, or verbally)?  ( Yes  ( No ( I don’t know
 PART 6: Sign this statement.
I verify that all statements on this form are true.  I understand that false, misleading or incomplete information may result in termination from the OHOP program. 

Your Signature  








Date  





Have your Case Manager send us this form along with:

(  DHS release of information forms  
(  Any income verification documents you have (pay stubs, SSI award letter, etc.)
(  Copies of any bills that you are applying to have us help you with (power bills, rental agreement, etc.)
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	Authorization for Use & Disclosure of Information

	This form is available in alternative formats including Braille, computer disk, and oral presentation.

	  Section A
	Legal Last Name 

     

	First

     
	MI

     
	Date of Birth

     

	
	Other Names Used By Client/Applicant  

     
	URN (from CAREWare) 

     

	By signing this form, I authorize the following record holder (individual, school, employer, agency, or medical or other provider) to disclose the following specific confidential information about me:

	Section   B
	 Release From
	Specific Information to be Disclosed
	Mutual Exchange:

 Yes / No

	
	Ryan White Case Manager
	Verification of current HIV status,
	Yes

	
	DHS
	program assistance and benefits, income, housing, credit, employment history and other related information as indicated below for the purpose of obtaining housing assistance
	     

	
	
	housing, credit, and employment history,
	     

	
	     
	other related information for the purpose of obtaining housing assistance 
	     

	
	     
	obtaining and maintaining housing assistance
	     

	If the information contains any of the types of records or information listed below, additional laws relating to use and disclosure may apply. I understand that this information will not be disclosed unless I place my initials in the space next to the information: 

	HIV/AIDS _______ Mental Health _______ Alcohol/Drug diagnoses, treatment, referral _______ Genetic Testing _______

	Section  C
	Release To (address required if mailed)

If releasing to a team, list members
	Purpose
	Expiration Date or Event*

	
	Department of Human Services: Oregon Housing Opportunities in Partnership Program
	To verify OHOP program eligibility, and to obtain and maintain housing assistance
	     

	
	including local housing coordinator, and program 
	
	

	
	support and administrative staff
	
	

	
	
	
	

	
	
	
	

	I can cancel this authorization at any time. The cancellation will not affect any information that was already disclosed. I understand that state and federal law protects information about my case. I understand what this agreement means and I approve of the disclosures listed.  I am signing this authorization of my own free will.

I understand that the information used and disclosed as stated in this authorization may be subject to re-disclosure and no longer protected under federal or state law. However, I also understand that federal or state law may restrict re-disclosure of HIV/AIDS, mental health, and drug/alcohol diagnosis, treatment, or referral information.

	Section D
	Full Legal Signature of Individual OR Authorized Personal Representative


	Relationship to Client

     
	Date

     

	
	Name of Staff Person (print)

     

	Initiating Agency Name/Location 

     
	Date

     

	* The authorization is valid for one year from the date of signing unless otherwise specified.

	Full Legal Signature of Agency Staff Person Making Copies


	This is a true copy of the original

Authorization document.

	Print Staff Name


	


See Important Information on Page 2 of This Form                     
DO NOT DISCLOSE THIS AUTHORIZATION Outside OHOP / HIV CM Programs
Important Information for the Client

To provide or pay for health services:  If the Department of Human Services (DHS) is acting as a provider of your health care services or paying for those services under the Oregon Health Plan or Medicaid Program, you may choose not to sign this form. That choice will not adversely affect your ability to receive health services, unless the health care services are solely for the purpose of providing health information to someone else and the authorization is necessary to make that disclosure. (Examples of this would be assessments, tests or evaluations.) Your choice not to sign may affect payment for your services if this authorization is necessary for reimbursement by private insurers or other non-governmental agencies. 

This authorization for use and disclosure of information may also be necessary under the following situations:

· To determine if you are eligible to enroll in some medical programs that pay for your health care
· To determine if you qualify for another DHS program or service not acting as a health care provider
This is a Voluntary Form. DHS cannot condition the provision of treatment, payment, or enrollment in publicly funded health care programs on signing this authorization, except as described above. However, you should be given accurate information on how refusal to authorize the release of information may adversely affect eligibility determination or coordination of services. If you decide not to sign, you may be referred to a single service that may be able to help you and your family without an exchange of information.

Using This Form
1. Terms Used:  Mutual exchange: A “yes” allows information to go back and forth between the record holder and the people or programs listed on the authorization. Team: A number of individuals or agencies working together regularly. The members of the team must be identified on this form. 
2. Assistance: Whenever possible, a DHS staff person should fill out this form with you. Be sure you understand the form before signing. Feel free to ask questions about the form and what it allows. You may substitute a signature with making a mark or by asking an authorized person to sign on your behalf.

3. Guardianship/Custody: If the person signing this form is a personal representative, such as a guardian, a copy of the legal documents that verify the representative’s authority to sign the authorization must be attached to this form. Similarly, if an agency has custody, and their representative signs, their custody authority must be attached to this form.
4. Cancel: If you later want to cancel this authorization, contact your DHS staff person. You can remove a team member from the form. You may be asked to put the cancellation request in writing. Federal regulations do not require that the cancellation be in writing for the Drug and Alcohol Programs. No more information can be disclosed or requested after authorization is cancelled. DHS can continue to use information obtained prior to cancellation. 

5. Minors: If you are a minor, you may authorize the disclosure of mental health or substance abuse information if you are age 14 or older; for the disclosure of any information about sexually transmitted diseases or birth control regardless of your age; for the disclosure of general medical information if you are age 15 or older.  
6. Special Attention: For information about HIV/AIDS, mental health, genetic testing or alcohol/drug abuse treatment, the authorization must clearly identify the specific information that may be disclosed. 

Re-disclosure: Federal regulations (42 CFR Part 2) prohibit making any further disclosure of Alcohol and Drug information; state law prohibits further disclosure of HIV/AIDS information (ORS 433.045, OAR 333-12-0270); and state law prohibits further disclosure of mental health, substance abuse treatment, vocational rehabilitation and developmental disability treatment information from publicly funded programs (ORS 179.505, ORS 344.600) without specific written authorization. 
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	Authorization for Use & Disclosure of Information

	This form is available in alternative formats including Braille, computer disk, and oral presentation.

	  Section A
	Legal Last Name 

     

	First

     
	MI

     
	Date of Birth

     

	
	Other Names Used By Client/Applicant  

     
	URN (from CAREWare) 

     

	By signing this form, I authorize the following record holder (individual, school, employer, agency, or medical or other provider) to disclose the following specific confidential information about me:

	Section   B
	 Release From
	Specific Information to be Disclosed
	Mutual Exchange:

 Yes / No

	
	Property Manager / Landlord or Mortgagee
	Program assistance and benefits, income, housing, credit, employment history and other related information as indicated below for the purpose of obtaining housing assistance
	Yes

	
	Local utility company, Local housing authority
	housing, credit, and employment history
	     

	
	Oregon Housing & Community Services-via OPUS system
	other related information for the purpose of obtaining housing assistance 
	     

	
	
	obtaining and maintaining housing assistance
	     

	
	
	(including energy assistance (e.g. LIEAP))
	     

	If the information contains any of the types of records or information listed below, additional laws relating to use and disclosure may apply. I understand that this information will not be disclosed unless I place my initials in the space next to the information: 

	HIV/AIDS _XXXXX_ Mental Health _XXXXX Alcohol/Drug diagnoses, treatment, referral XXXXX Genetic Testing _XXXXX_

	Section  C
	Release To (address required if mailed)

If releasing to a team, list members
	Purpose
	Expiration Date or Event*

	
	Department of Human Services: Oregon Housing Opportunities in Partnership Program
	To verify OHOP and/or LIEAP program eligibility, and to obtain and maintain housing assistance (including energy assistance)


	     
     

	
	including local housing coordinator, and program
	
	

	
	support and administrative staff
	
	

	
	
	
	

	
	
	
	

	I can cancel this authorization at any time. The cancellation will not affect any information that was already disclosed. I understand that state and federal law protects information about my case. I understand what this agreement means and I approve of the disclosures listed.  I am signing this authorization of my own free will.

I understand that the information used and disclosed as stated in this authorization may be subject to re-disclosure and no longer protected under federal or state law. However, I also understand that federal or state law may restrict re-disclosure of HIV/AIDS, mental health, and drug/alcohol diagnosis, treatment, or referral information.

	Section D
	Full Legal Signature of Individual OR Authorized Personal Representative


	Relationship to Client

     
	Date

     

	
	Name of Staff Person (print)

     

	Initiating Agency Name/Location 

     
	Date

     

	* The authorization is valid for one year from the date of signing unless otherwise specified.

	Full Legal Signature of Agency Staff Person Making Copies


	This is a true copy of the original

Authorization document.

	Print Staff Name


	


See Important Information on Page 2 of This Form                     
Important Information for the Client

To provide or pay for health services:  If the Department of Human Services (DHS) is acting as a provider of your health care services or paying for those services under the Oregon Health Plan or Medicaid Program, you may choose not to sign this form. That choice will not adversely affect your ability to receive health services, unless the health care services are solely for the purpose of providing health information to someone else and the authorization is necessary to make that disclosure. (Examples of this would be assessments, tests or evaluations.) Your choice not to sign may affect payment for your services if this authorization is necessary for reimbursement by private insurers or other non-governmental agencies. 

This authorization for use and disclosure of information may also be necessary under the following situations:

· To determine if you are eligible to enroll in some medical programs that pay for your health care
· To determine if you qualify for another DHS program or service not acting as a health care provider
This is a Voluntary Form. DHS cannot condition the provision of treatment, payment, or enrollment in publicly funded health care programs on signing this authorization, except as described above. However, you should be given accurate information on how refusal to authorize the release of information may adversely affect eligibility determination or coordination of services. If you decide not to sign, you may be referred to a single service that may be able to help you and your family without an exchange of information.

Using This Form
7. Terms Used:  Mutual exchange: A “yes” allows information to go back and forth between the record holder and the people or programs listed on the authorization. Team: A number of individuals or agencies working together regularly. The members of the team must be identified on this form. 
8. Assistance: Whenever possible, a DHS staff person should fill out this form with you. Be sure you understand the form before signing. Feel free to ask questions about the form and what it allows. You may substitute a signature with making a mark or by asking an authorized person to sign on your behalf.

9. Guardianship/Custody: If the person signing this form is a personal representative, such as a guardian, a copy of the legal documents that verify the representative’s authority to sign the authorization must be attached to this form. Similarly, if an agency has custody, and their representative signs, their custody authority must be attached to this form.
10. Cancel: If you later want to cancel this authorization, contact your DHS staff person. You can remove a team member from the form. You may be asked to put the cancellation request in writing. Federal regulations do not require that the cancellation be in writing for the Drug and Alcohol Programs. No more information can be disclosed or requested after authorization is cancelled. DHS can continue to use information obtained prior to cancellation. 

11. Minors: If you are a minor, you may authorize the disclosure of mental health or substance abuse information if you are age 14 or older; for the disclosure of any information about sexually transmitted diseases or birth control regardless of your age; for the disclosure of general medical information if you are age 15 or older.  
12. Special Attention: For information about HIV/AIDS, mental health, genetic testing or alcohol/drug abuse treatment, the authorization must clearly identify the specific information that may be disclosed. 

Re-disclosure: Federal regulations (42 CFR Part 2) prohibit making any further disclosure of Alcohol and Drug information; state law prohibits further disclosure of HIV/AIDS information (ORS 433.045, OAR 333-12-0270); and state law prohibits further disclosure of mental health, substance abuse treatment, vocational rehabilitation and developmental disability treatment information from publicly funded programs (ORS 179.505, ORS 344.600) without specific written authorization. 
( On the street, camping, or in a car or RV


( In a homeless shelter


( In a shelter for domestic violence survivors


( Temporarily staying with family or friends


( In a psychiatric hospital or mental health facility


( In a substance abuse treatment facility or detox center


( In a hospital 


( In a jail, prison, or juvenile detention facility























If you checked anything in this box, skip Part 3 and go to Part 4











If you checked anything in this box, go to Part 3











( In a house, manufactured home, room or apartment that I rent


( In a house, manufactured home, or condo that I own


( In a hotel or motel


( Temporarily staying with family or friends


( In a transitional housing program 


( In a foster care home or foster care group home


( In a place that’s not listed here





























This referral packet is indicated only for the use of the individual or entity to which it is addressed and may contain information that is privileged, confidential, and exempt from disclosure under applicable law.  If the reader of this message is not the intended recipient, you are hereby notified that any dissemination or distribution of this communication to other than the intended recipient is strictly prohibited.  If you have received this communication in error, please notify the program manager for the sender listed above immediately by telephone at (971) 673-0145 and return the original message to us via the U.S. Postal Service at the following address: OHOP Program, 800 NE Oregon St., Suite 1105, Portland, OR 97232.

If you do not receive all of the indicated pages, please contact the sender by telephone AS SOON AS POSSIBLE.

