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- A 

Print on White Paper 
 (!) Indicates OPTIONAL QUESTION 

 Prior to starting any Intake, your first step is always to sign on to HW HMIS website and use the Generate Intake
Feature in the left hand menu. If that fails to produce an Intake Form, use the Standardized HMIS Paper Form instead.

 This Paper intake form is an exact match for the "Generated Intake Form for Individuals" except it has an additional scoring component (VI, below).

 All questions are required; this form will be rejected if even one question is left unanswered!

Vulnerability Index (VI) Total Score 
Add up the "1s" from all later pages, and enter at right. 

 If the VI = 10 or greater, client is recommended for a PSH or Housing First Assessment.

 If the VI = 6-9, client is recommended for a Rapid Re-housing Assessment.

 If the VI = 0-4, client is not recommended for a Housing and Support Assessment. ______ 

Jump to Page 

Client ID for Unaccompanied Individual 4

Entry Questions 6

Cash Assessment Questions 12

Non-Cash Benefits Assessment Questions 13

Health / Emotional Condition Questions 14

Service Questions 16

Performance Measures 18

Submit this form within 14 days of intake to: ________________________________________________________ 

Head of Household: ___________________________________ SSN: ______ - ______ - _________ DOB___/___/_____ 

NOTE: If this is a program where the family must be Chronically Homeless to be eligible, make sure that the adult who is 

Chronically Homeless is listed as the “Adult Head of Household” above. 

HW HMIS Username (ex:” cssroad”): ___________________________________________________ 

HW HMIS Project Name (ex: “Road to Success”): ___________________________________________________ 

HW Agency Name (ex: “Catholic Social Services”): ___________________________________________________ 

Your Phone: (type in this format: 508-123-3456): _____-______-_________ Your Fax: _____-______-_________ 

Your Email Address: ___________________________________________________ 

Name of your HMIS Supervisor at your agency: ___________________________________________________ 

Assessing the Intake for completeness and legibility (assessment is done by Data Entry Staff): 

Dear HMIS Supervisor at (list Agency and Program) __________________________________________ 





We entered the data on this applicant. When the applicant exits, please have your staff submit the Exit 

Info using blue paper (so that we know it’s not another Entry Intake) 

Your staff must make the following fixes before we can accept this form. Please make the corrections 

and re-submit this Intake within 3 days of receipt of this page. 

 Bed Lists are missing for some dates. 

 Crisis mode - Forms arrived just prior to reporting deadline. We should have received these forms sooner! 

 Form contains unusable answers; see where we’ve marked up the form. 

 Forms arrived more than 14 days after Intake. 

 Incomplete - the form was not completely filled out, but the missing information is required by HMIS. 

 Pages were  missing or  out of order. This doubles our work burden. Put the pages in order and resubmit. 

 Poor print or fax quality. Please send us a clearer copy so that we can read it easily. 

 Sloppy handwriting. Please use B L O C K P R I N T (with more white space between letters). 

 Administrative Info (top half of this page) is missing or incomplete; we must have this to enter client data. 

 You did not submit an HMIS compliant Intake. Either use the HW version or make yours compliant with that. 

 Answers on this form conflict with info we already have re: this client. Resolve this using the Generate Intake process. 

 Other reason: _______________________________________________________________________________



Type of 
Residence

START
3.917 B

Homeless Situation
Institutional 

Situation

TH/PH Situation 
DK/R/M

Length of Stay
Less than 90 

days

Length of Stay
Less than 7 

nights

On the night before –Did you stay on the streets, ES or SH

Approximate date 
homelessness 

started

Number of times 
homeless on the 

streets, ES or SH in 
the past 3 years

Number of months 
homeless on the 

streets, ES or SH in 
the past 3 years

IF YES

END

If NO – END If NO – END

IF YES

If NO – END
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FUNDING AGENCY PROGRAMS FUNDED BY THIS AGENCY 
Color in the box to indicate the funding agency. Color in the circle to indicate the program type. 

 =  =  

 HUD Housing and Urban Development 
 

CoC Programs (Continuum of Care program or McKinney Vento programs) 

 SHP Project (Supportive Housing) 

 S+C Project (Shelter Plus Care) 

 SRO Project (Moderate Rehabilitation/Single Room Occupancy)  

 HUD Housing and Urban Development 

ESG Programs  (“Emergency Solutions Grants”) 

 Emergency Shelter Project 

 Street Outreach Project 

 Homeless Prevention / Rapid Re-Housing Project 

 HUD Housing and Urban Development  HOPWA Program (Housing Opportunities for Persons with AIDS) 

 US Dep’t Veterans Affairs (VA) 

 DCHV Domiciliary Care for Homeless Veterans Project 

 GPD Grant and Per Diem Project 

 SSVF Supportive Services for Veteran Families Project 

 VHPD Veterans Homelessness Prevention Demonstration Project 

 HUD and VA 
 HUD and U.S. Dpt. of Veterans Affairs 

VASH 

 Veterans Affairs Supportive Housing Project 

 HHS, SAMHSA 

 U.S. Department of Health and Human Services, 

Substance Abuse and Mental Health Services 

Administration 

PATH Programs 

Projects for Assistance in Transition from Homelessness 

 HHS, ACF FYSB 

 U.S. Department of Health and Human Services, 
Administration for Children and Families’, Family and 
Youth Services Bureau 

RHY Programs (Runaway and Homeless Youth) 

 Transitional Living Project 

 Maternal Group Home Project 

 Street Outreach Project 

 National Runaway Switchboard Project 

 State – where funding originates from 

one of the federal groups above. 

If funding originates from one of the federal agencies listed above, fill in 

the circle next to that federal agency, so we know which questions to 

answer on the HMIS website. 

 State – where funding originates at the 

state level - and the state report is likely to 

be unique. 

 Program Type and Name: _________________________________________________ 
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Client ID for Unaccompanied Individual: 

 
 

NAME, INCLUDING SUFFIX  (JR, SR, III, etc.) 

N/A 

Client 
does 
not 

know 

CR  

I only got a 
partial name, 

streetname, or 
codename  

Data not 

collected – 
unacceptable 

answer 

Full Legal First 
Name 

 

 
    

Full Middle Name   Client definitely does not 

have a middle name! 

Last Name  

Suffix?   Sr    Jr    II    III    IV    V    VI    VII    VIII  
 

MOTHER’S MAIDEN NAME (last name before she was married) _______________________________________ 
 
SOCIAL SECURITY NUMBER DATE OF BIRTH (m/d/y)  

   
- 

  
- 

    

 

  
/ 

  
/ 

    

 
SSN ASSESSED     AGE DATE OF BIRTH TYPE                                 Vulnerability Index (VI) 

Full SSN  Partial SSN 
 

 Full DOB  Partial / Approximate DOB  1. If ≥60 yrs,    
enter  "1"  

 
 Doesn’t Know/Doesn’t Have  CR  CDNK   CR) 

 
US CITIZEN or GREENCARD IDENTITY WAS VERIFIED HoH SIGNED A RELEASE of INFORMATION 

 Yes  CDNK (CDNK)   Yes   Yes 

  CR (CR)   No   No 
 
(!) STATE-ASSIGNED ID FOR BENEFITS OR HEAD OF HOUSEHOLD’S ALIEN REGISTRATION # (if applicable) 

                     
 

 

HOUSEHOLD DESIGNATION  Self (Head of Household-HoH-Unaccompanied Adult-Unaccompanied Teen-Pregnant female) 

 

VI: HOMELESS CLASSIFICATION      (!) 2. If yes to 
either,       

enter  "1"  
 

Has gone Homeless continuously for at least 12 months?  Yes    No         CDNK         CR 

Has gone Homeless at least 4 times in the past 3 years?  Yes   No         CDNK         CR  

 

HoH HAS HEALTH CONDITIONS LASTING > WEEK?                                                      Yes    No     CDNK    CR 

SPECIFY THE DISABILITIES  (You will list them again on a later page – i.e. you’ll be asking the client twice): 

 Substance Use: Alcohol only  Substance use: Drugs only  Substance Use: Both Alcohol and Drug 

 Developmental Disability 

 HIV/AIDS 

 Mental Health Issues  Physical Disability (the Outside Body – blind, deaf, crutch, paraplegic, etc.) 

 Other Chronic Health Condition ____________________________________________________________________ 

 
(ex: diabetes, high blood pressure, Hep C, Alzheimer’s, COPD) 
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BASED ON PREVIOUS TWO ANSWERS, IS CLIENT CHRONICALLY HOMELESS?      i.e. HASE A DISABILITY AND HAS BEEN: 

1. HOMELESS 4 TIMES IN THE PAST 3 YEARS                OR ELSE                       2. CONTINUOUSLY HOMELESS FOR 1 YEAR OR MORE? 

 Yes        No        CDNK         CR  

 

GENDER 
 Male  Female  Other 

 Transgendered M to F  Transgendered F to M  CDKN  CR 

 
ACTUAL SEXUAL ORIENTATION (!) PERCEPTION OF "OTHERNESS” 

 Did Not Ask 
 Heterosexual 
 Questioning / Unsure / Too young to know 
 Gay      Lesbian      Bisexual     CR 

 “Due to age, no one thinks about it (Child, Young Teen, Elderly).” 

 “Everyone knows I’m Heterosexual.” 
 “Most people haven’t figured out that I’m GLBTQ, Questioning, Intersex, Androgynous, or Asexual.” 

 “Most people know that I’m GLBTQ or Questioning, Intersex, Androgynous, or Asexual.” 

 “Some people think I’m Gay or Lesbian but I’m not.”                    CR  

 
ETHNICITY *  RACE(s) you may select up to five races if client is multi-racial 

 Hispanic / Latino  
 
 American Indian or Alaskan Native   

 Non-Hispanic / Non-Latino    Asian   White 

 CDNK   Black / African American   CDNK 

 CR   Native/Hawaiian or Other Pac Islander   CR 

*Hispanic = " Spanish, Cuban, Mexican, Puerto Rican, South or Central American, Other Spanish culture of origin." 
 

(!) COUNTRY OF ORIGIN / ANCESTRY:  (!) PRIMARY LANGUAGE:  

(!) OTHER LANGUAGES SPOKEN AT HOME: 

 

U.S. MILITARY VETERAN?  (!) TYPE OF DISCHARGE 

 Yes  CDNK 

 No  CR 

 Did Not Ask  General  Medical  Other 

 Honorable  Dishonorable  Bad conduct 

 
(!) IF YOU ARE NOT A VETERAN, ARE YOU: 

 THE SPOUSE or PARTNER (PRESENT OR FORMER) OF A VETERAN? THE CHILD OF A VETERAN? 

 The spouse or partner (present or former) of a veteran?  The child of a veteran? 
 

 

(!) CASE MANAGEMENT NOTES TAKEN FROM PROGRAM VISITS TO ANY PRIOR PROGRAMS 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

END OF Client ID QUESTIONS 





Coordinated Assessment - First-Time Intake - Form for Unaccompanied Adults/Teens - version 11/10/2014 

 

7 of 18 

 Financial, Medical Bills destroyed ability to pay for housing 

 Hate Crimes or Fear of Reprisal 

 Other, specify _____________________________ 

CLIENT PREDICTS EXIT DESTINATION 

  Deceased (as in, Terminally Ill) 

  Emergency Shelter, including Hotel/Motel paid WITH voucher 

  Foster-care,  Group Home,  Community Care Housing, Youth 

Residential Program 

  Homeless, living somewhere illegally, or living outside, Place not 

meant for human habitation 

  Hospital, non-psychiatric 

  Hospital, psychiatric, or other psychiatric facility 
  Hotel or motel paid for without emergency shelter voucher 

  Hotel or Motel paid for,  NO voucher 

  Jail, prison, juvenile detention, community res. for ex-offenders 

  Long-term care facility or nursing home, MH or MR Group Home 

  Owned by client, NO housing subsidy 

  Owned by client, WITH housing subsidy 

  Permanent housing for formerly homeless persons SHP, S+C, or 

SRO Mod Rehab 

  Rental by client, NO ongoing housing subsidy 

  Rental by client, WITH ongoing housing subsidy 

  Residential project or halfway house with no homeless criteria 

  Safe Haven 

  Staying with a family member 

  Staying with a friend 

  Substance Abuse Treatment Facility or Detox Center 

  Transitional housing for homeless, including homeless youth 

  Youth Residential Programs 

  CDNK                            CR 

 

(!) ASSESS HOUSEHOLD’S AMI -  the INCOME CATEGORY (AMI) – current income limits available via link below. 

http://www.huduser.org/portal/home.html   (find "Data Sets" and search for the "income limits" link in the list) 

 Extremely Low Income - below 30 percent AMI 

 Very Low Income - above 30, below 50 percent AMI 

 Tax Credit or LIHTC Income - above 50,  below 60 percent AMI 

 Low Income - above 60, below 80 percent AMI 

 Market Level - above 80 percent AMI 

 CR to provide income   AMI was not assessed 

Note: for ESG Homelessness Prevention Projects, households must be below 30% AMI at entry. 

 

LAST PLACE CLIENT LIVED FOR 90 DAYS OR MORE as a LEGAL TENANT – this could be an address from 20 years ago! 

Previous Address  Apt #  

City  Move In Date  

State All Caps: “MA”, “NH”  Zip 9 digit preferred:#####-####                       - Move Out Date  

   ONLY THE ZIP CODE FROM THE ABOVE ADDRESS, and the QUESTION IMMEDIATELY BELOW MUST BE ANSWERED ON THE HMIS WEBSITE 

ASSESS THIS ZIP CODE:  Full  or Partial Zip Code provided  CDNK     CR        In our Jurisdiction 

 

(!) VULNERABILITY INDEX (VI): ASSESS CURRENT RISKS - not on website, but needed for VI Score 

 3. In the past six months, how may times have you been to the Emergency Room?   CR 

 4. In the past six months, how may times have you had an interaction with the police?   CR 

 5. In the past six months, how may times have you teen taken to the hospital in an ambulance?   CR 

 6. In the past six months, how may times have you used a crisis service, including distress centers 

           or suicide prevention hotlines?   CR 

  7. In the past six months, how may times have you been hospitalized as an in-patient, including 

           mental health hospitalizations?   CR 

 

 

 

If you total the 

answers 3-7 

and it's  ≥         

"4 times", 

enter  a "1"  

 

 8. Have you been attacked or beaten up since becoming homeless?   CR 

 9. Have you tried to harm yourself, or threatened to harm yourself, or 

      anyone else, in the last year?   CR   

If yes to 8/9, 

enter  a "1"  

 

http://www.huduser.org/portal/home.html
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 10. Do you have any legal stuff going on right now that may resul in you being                     

       locked up or having to pay fines?   CR   

If yes to 10, 

enter a "1"   

 

 11. Does anybody force you or trick you to do things that you do not want to do?   CR 

 12. Do you ever do things that may be considered to be risky, like exchange sex  

               for money, run drugs for someone, have unprotected sex with someone 

               you don't really know, share a needle, or anything like that?   CR 

 13. Types of places you may have slept: which one do you sleep at most often? 

                 Shelter   Street    Vehicle   Bus or Subway    Beach, River, Park    Other 

If yes to 11/12,  

or 13 is 

something 

other than 

"Shelter", enter 

a "1"  

 

 

(!) ASSESS SAFETY OF LAST PERMANENT HOUSING - not on website 

  Home was/is not safe 

  Safety was/is threatened, temporary protection is available, but danger is high 

  Safety was/is minimally adequate; planning needed 

  Home was/is safe but future is uncertain; planning needed 

  Home was/is safe and stable 

  CDNK 

  CR 

 

* ASSESS TOTAL HOMELESS TIME TO DATE 

* Has this client EVER been homeless or are they CURRENTLY homeless?  Yes  No   CDNK   CR 

* A1. CONTINUOUSLY HOMELESS for at least One Year?  Yes  No   CDNK   CR 

* A2. NUMBER OF TIMES Client has been Homeless in the Past Three Years _______ times.   CDNK   CR 

    *   Total Number of Months Homeless in the Past Three Years  _______ months. 

      * Total Number of Months Continuously Homeless IMMEDIATELY PRIOR TO ENTRY _______ months. 

* If Total Homeless Time was More than Three Years, how many?  _______ years. 

     If "yes" to A1 or A2 and adult has disability, this client/household is CHRONICALLY Homeless. 

* DO YOU HAVE DOCUMENTATION FOR THESE ANSWERS?  Yes  No 

 

   THIS NEXT QUESTION IS NOT ON THE HMIS WEBSITE, BUT YOU MUST ASK IT TO DETERMINE ELIGIBILITY FOR ESG PROGRAMS 
 

LITERALLY HOMELESS (RAPID RE-HOUSING) IMMINENTLY AT RISK OF HOMELESSNESS (HOMELESS PREVENTION) 

 Staying in emergency overnight shelter 

 Staying in a domestic violence shelter 

 Staying in a hotel/motel paid for by a program 

 Staying primarily in place not meant for human 

habitation 

 Exiting an institution after 90 days or less; prior to 

which was staying in an emergency overnight shelter 

or place not meant for human habitation 

 None of the above = Ineligible for Rapid Re-Housing! 

 Being evicted by a 5 day notice or court order 

 Living in the home of another due to economic hardship 

 Living in housing that has been foreclosed on by the bank 

 Fleeing, or attempting to flee a domestic violence situation 

 Exiting an institution with no place to go 

 Staying in a hotel/motel and can no longer afford 

 Living in housing that was condemned by housing officials 

 Other (specify) _______________________________________ 

 None of the above  = Ineligible for Homeless Prevention? 
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TABLE A1. TYPE OF HOUSING FOR THE PHYSICAL LOCATION WHERE THE HOUSEHOLD STAYED ON THE NIGHT BEFORE 

ENTERING/INTERVIEWING FOR YOUR PROGRAM  

  Emergency Shelter, including Hotel/Motel paid WITH voucher 

  Foster-care,  Group Home,  Community Care Housing, or         

Youth Residential Program 

  Homeless, living somewhere illegally, or living outside, Place not 

meant for human habitation 

  Hospital, non-psychiatric 

  Hospital, psychiatric, or other psychiatric facility 
  Hotel or motel paid for without emergency shelter voucher 

  Hotel or motel paid for without emergency shelter voucher 

  Jail, prison, juvenile detention, comm. res. for ex-offenders 

  Long-term care facility or nursing home, MH or MR Group Home 

  Owned by client, NO housing subsidy 

  Owned by client, WITH housing subsidy 

  Permanent housing for formerly homeless persons such as CoC 

project, HUD legacy programs, HOPWA PH 

  Rental by client, NO ongoing housing subsidy 

  Rental by client, WITH ongoing housing subsidy 

  Rental by client, WITH GPD TIP subsidy (veteran) 

  Residential project or halfway house with no homeless criteria 

  Safe Haven 

  Staying with a family member 

  Staying with a friend 

  Substance Abuse Treatment Facility or Detox Center 

  Transitional housing for homeless, including homeless youth 

  CDNK      Client refused 

  Other, such as Traveling with Circus, Student Housing or In the Military ________________________________________________________ 

 

 

 

LENGTH OF STAY IN THE LOCATION YOU WERE IN LAST NIGHT? (HOW LONG HAVE YOU BEEN THERE?) 

 One day           Two days to one week  More than three months but less than one year  CDNK 

 More than one week but less than one month  One year or longer  CR 

 One to three months   

 

 

 

(!) FUNDING SOURCE FOR THIS LOCATION 

 N/A 

 HUD:CoC – Homelessness Prevention 

 HUD:CoC – Permanent Supportive Housing 

 HUD:CoC – Rapid Re-Housing 

 HUD:CoC – Supportive Services Only 

 HUD:CoC – Transitional Housing 

 HUD:CoC – Safe Haven 

 HUD:CoC – Single Room Occupancy (SRO) 

 HUD:ESG – Emergency Shelter 

 HUD:ESG – Homelessness Prevention 

 HUD:ESG – Rapid Rehousing 

 HUD:ESG – Street Outreach 

 HUD:Rural Housing Stability Assis Prgrm 

 HUD:HOPWA – Hotel/Motel Vouchers 

  HUD:HOPWA – Housing Information 

 HUD:HOPWA – Permanent Housing   

 HUD:HOPWA – Permanent Housing 

Placement (facility based or TBRA) 

 HUD:HOPWA – Short-Term Rent, 

Mortgage, Utility assistance 

 HUD:ESG – Homelessness Prevention 

 HUD:HOPWA – Short-Term Support Facility 

 HUD:HOPWA – Transitional Housing 

(facility based or TBRA) 

 HUD:HUD/VASH 

 HHS:PATH – Street Outreach & Supportive 

Services Only 

 HHS:RHY – Basic Center Program 

(prevention and shelter) 

 |HHS:RHY – Maternity Group Home for 

Pregnant and Parenting Youth 

 HHS:RHY – Transitional Living Prgm 

 HHS:RHY – Street Outreach Project 

 HHS:RHY – Demonstration Project** 

 HUD:HOPWA – Short-Term Support Facility 

 VA: Community Contract Emerg Housing 

 VA: Comm Contract Res. Treat. Prgm*** 

 VA:Domiciliary Care*** 

 VA:Comm Contract Safe Haven Prgm*** 

 VA:Grant and Per Diem Program 

 VA:Compensated Work Therapy 

Transitional Residence*** 

 VA:Supportive Services for Veteran 

Families 

 |Other, __________________________ 

 DCNK             CR 
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TABLE A2. ACTUAL PHYSICAL ADDRESS, PHONE, and LANDLORD INFO ON THE NIGHT BEFORE ENTERING YOUR PROGRAM.             

IF ADDRESS IS THE SAME AS TABLE A1, write “SAME” 
1. If client was in another program, list its address - and use the project name and address  as the landlord’s contact info. 
3. If living with friend or family (ex: living with mother in her 1BR subsidized unit, list the legal tenant as the landlord. 
4. If living outdoors, enter “Living in a car” “Sleeping in a tent” etc and enter “N/A” for landlord information. 

5. To get Landlord information, try a web search using this sort of phrase: “Cambridge MA Tax Assessor”. 

 

Last Night’s Address  

City  State All Caps: MA  Zip 9-digit preferred  

Phone Number  Second Phone  

Email address  

Landlord’s Name  Landlord’s Phone  

Landlord’s Address  

City  Move In Date  

State  Zip  Move Out Date  
 

IS CLIENT’S CURRENT OR MOST RECENT ADDRESS LOCATED IN THIS COC?  Yes     No 

 You can locate cities and zip codes from https://tools.usps.com/go/ZipLookupAction!input.action to ascertain the correct zip code. 

 If client does not have, or has not had, a current or recent address located in your CoC for 30 consecutive days prior to intake, household is not eligible for your 

CoC’s Homelessness Prevention or Rapid Re-Housing ESG services.  Please refer client to participating agencies in their region 

 

TABLE B1. TYPE OF HOUSING FOR THE ACTUAL PHYSICAL LOCATION WHERE THE HOUSEHOLD WILL BE STAYING WHILE S/HE LIVES 
(or is SERVED BY) YOUR PROGRAM.

  Emergency Shelter, including Hotel/Motel paid WITH voucher 

  Foster-care,  Group Home,  Community Care Housing, Youth 

Residential Program 

  Homeless, living somewhere illegally, or living outside, Place 

not meant for human habitation 

  Hospital, non-psychiatric 

  Hospital, psychiatric, or other psychiatric facility 
  Hotel or motel paid for without emergency shelter voucher 

  Hotel or motel paid for without emergency shelter voucher 

  Jail, prison, juvenile detention facility, community residence for 

ex-offenders 

  Long-term care facility or nursing home, MH or MR Group 

Home 

  Owned by client, NO housing subsidy 

  Owned by client, WITH housing subsidy 

 Paid Couch Surfing, or Renting from Strangers via Craigslist, etc 
 Permanent housing for formerly homeless persons such as CoC 

project, HUD legacy programs, HOPWA PH 

  Rental by client, NO ongoing housing subsidy 

  Rental by client, WITH ongoing housing subsidy 

  Residential project or halfway house with no homeless criteria 

  Safe Haven 

  Staying with a family member 

  Staying with a friend 

  Substance Abuse Treatment Facility or Detox Center 

  Transitional housing for homeless persons, including homeless youth 

  Youth Residential Programs 

  CDNK 

  CR 

  Other, such as Student Housing or In the Military 

 
 

https://tools.usps.com/go/ZipLookupAction!input.action
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TABLE B2. ACTUAL PHYSICAL ADDRESS, PHONE, and LANDLORD INFO WHERE THE HOUSEHOLD WILL BE STAYING WHILE S/HE LIVES 
IN - or is SERVED BY - YOUR PROGRAM. 
1. This could be your program address, an apartment, a car, a friend’s address, etc.  These answers will be included on 

Housing Applications submitted on behalf of the client or family. 
2. If client is to live in your program, list your address and the name of your agency as the landlord. 
3. If living illegally (ex: living with mother in her 1BR subsidized unit, list the mother as the landlord. 
4. To get Landlord Information, try a web search: “Cambridge MA Tax Assessor” 

Current Street Address 
including apt # 

 

City  State 
All Caps: MA, NH 

 Zip 
#####-#### preferred 

 

Phone Number  Second Phone  

Email address  

Landlord’s Name  Landlord’s Phone  

Landlord’s Address  

City  Move In Date  

State All Caps: “MA”, “NH”  
Zip 
9 digit preferred: 
#####-#### 

 Move Out Date  

 
 
 
 

END OF Entry QUESTIONS 
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Cash Assessment Questions 
ASSESSMENT DATE – SHOULD ALWAYS BE THE SAME AS THE PROGRAM ENTRY DATE. 
INFORMATION DATE  ON WHAT DATE DID YOU ACTUALLY ASK THESE QUESTIONS?  (LIKELY TO BE A DIFFERENT DAY THAN CLIENT’S ENTRY) 

 Same Date as Project Entry      Different date than Project Entry  /  /  

 

 
Month Day Year 

(!) VI:  Assess Vulnerability re: Income 

 14. Is there anyone who thinks you owe the money?   CR 

  15. Do you have zero income on a regular basis, even under the table?   CR 

 16. Do you lack sufficient money to meet all your expenses on a monthly basis?   CR 

 

If yes to any of 

these, enter  "1"  

 

 

 

IS ANY ADULT or CHILD RECEIVING REGULAR, ONGOING INCOME AS OF THE INFORMATION DATE? 

 No  Yes  CDNK CR to Provide 

IF NO – Do you need assistance in applying for cash benefits?  Yes  No 

IF YES – Please indicate where the money comes from. The individual amounts must equal the total monthly income.  

 Also: be sure to count any child’s income as part of the Head of Household’s income. 

 
 
 

Fill in 
if YES 

Source of Income  Monthly Amount            
round to nearest $ 

HOPWA only 
Approx Start 

Date m/d/yyyy 

 Earned Income (i.e., employment income) assign to:  HoH      $  

 Unemployment Insurance ass assign to:  HoH     $  

 Supplemental Security Income (SSI) assigned to:  HoH      $  

 Social Security Disability Income (SSDI) assigned to:  HoH  $  

 VA compensation for “service connected disability” assigned to:  HoH $  

 VA compensation for “non-service connected disability” assigned to:  HoH $  

 Private disability insurance assigned to:  HoH     $  

 Worker’s compensation assigned to:  HoH      $  

 Temporary Assistance for Families (TANF,TAFDC, EAEDC) assigned to:  HoH  $  

 General Assistance (GA) for: Unaccompanied Individuals $  

 Retirement income from Social Security assigned to:  HoH     $  

 Veteran’s pension assigned to:  HoH     $  

 Pension from a former job assigned to:  HoH   $  

 Child support assigned to:  HoH of a family $  

 Alimony or other spousal support assigned to:  HoH of a family $  

 Other source:  _____________________ assigned to:  HoH      $  

 
 
Total Monthly from All Sources above   $___________.00 
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Non-Cash Benefits Assessment Questions 
 

IS THIS HOUSEHOLD RECEIVING ONGOING BENEFITS AS OF THE INFORMATION DATE? 

 Yes  No  CDNK  CR to provide 

IF NO  –  DO YOU NEED ASSISTANCE IN APPLYING FOR BENEFITS?   Yes  No 
IF YES –Please indicate which of the following non-cash benefits have you received over the last 30 days 
 

 

 

Fill In 
If YES 

Source of non-cash benefit 
HOPWA only 

Approx Start Date m/d/yyyy 
HOPWA Only 

If no, explain 

 Food stamps or money for food on a benefits card 
  Monthly Amount of Benefit =  $ ____________.00 

  All services full 
 Client not eligible 
 Applied: pending decision 
 CR the benefit 
 Benefit does not exist 
 Unknown 

 

 

 

MEDICAID or State-Funded Equivalent, specify: ____________________ 

MEDICARE health insurance program 

AIDS Drug Assistance Program (ADAP) 

 
 All services full 
 Client not eligible 
 Applied: pending decision 
 CR the benefit 
 Benefit does not exist 
 Unknown 

 

 

 

COBRA Health Insurance 

Employer Provided Health Insurance 

Private Pay Health Insurance 

 
 All services full 
 Client not eligible 
 Applied: pending decision 
 CR the benefit 
 Benefit does not exist 
 Unknown 

 

 

 

Ryan White medical assistance 

State Children’s Health Insurance Program (SCHIP) 

Veteran’s Administration Medical Services 

 
 All services full 
 Client not eligible 
 Applied: pending decision 
 CR the benefit 
 Benefit does not exist 
 Unknown 

 

 

Permanent Rental Assistance -Section 8, Public Housing, or other 

Temporary Rental Assistance 

  All services full 
 Client not eligible 
 Applied: pending decision 
 CR the benefit 
 Benefit does not exist 
 Unknown 

 

 

 

TANF child care services 

TANF transportation services 

Other TANF-Funded Services 

 

 All services full 
 Client not eligible 
 Applied: pending decision 
 CR the benefit 
 Benefit does not exist 
 Unknown 

 WIC Nutrition Program for Women, Infants, and Children   

  All services full 
 Client not eligible 
 Applied: pending decision 
 CR the benefit 
 Benefit does not exist 
 Unknown 

 Other source (explain)   _______________________________________ 

  All services full 
 Client not eligible 
 Applied: pending decision 
 CR the benefit 
 Benefit does not exist 
 Unknown 
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Health / Emotional Condition Questions 
Assess Vulnerability re: Socialization - fill in the circle and assign a "1" if appropriate 

(!)  17. Do you have planned activities each day other than just surviving?   CR 
If 

yes,                   

enter  

"1" 

 

 

(!)  18. Do you have any friends, family or acquaintances out of convenience or necessity, but 

you 

             Don't like their company and you wouldn't hang with them unless you had to?   CR 

(!)  19. Do any of your friends ever take your money, borrow cigarettes, use your drugs/alcohol, 

or 

        get you to do things  you don't really want to do?   CR 

If yes to either or both, enter  

"1"  

 

(!)  20. Interviewer: do you detect signs of poor hygiene or poor daily living skills?  If yes,                   enter  "1"  
 

(!)  21. Where do you usually go for health care?   CR 
If "nowhere",    

enter  "1"  

 

(!)  22. Do you have Kidney disease/ End Stage Renal disease, or Undergo Dialysis?   CR If yes, enter  "1"  
 

(!)  23. Do you have History of Frostbite, Hypothermia, or Immersion Foot?   CR If yes, enter  "1"  
 

(!)  24. Do you have liver disease, Cirrhosis, or End-Stage Liver Disease?   CR If yes, enter  "1"  
 

  25-33. Look at the Chronic Health Conditions box on the next page. Enter at “1” on that page if you have any of these conditions. 

(!)  34. Interviewer: do you detect signs or symptoms of a serious health condition even though client denies any of these? 

 Substance Use: Alcohol only 

 Substance use: Drugs only  

 Substance Use: Both Alcohol and Drug 

(!)  35. Have you ever had problems with drug or alcohol use or been told that you had a 
problem 

(!)  36. Have you consumed alcohol / drugs every day or almost every day in the past month? 

(!)   37. Have you used injection drugs or shots in the past six months? 

(!)   38. Have you been treated for drug/alcohol problems but then returned to drinking or 
drugs? 

(!)  39. Have you used non-beverage alcohol like cough syrup, mouthwash, rubbing alcohol, 
cooking wine, or anything lie that in the past six months? 

(!)   40. Have you every blacked out because of your alcohol / drug use? 

(!)   41. Interviewer: do you observe signs or symptoms of alcohol / drug use even if client denies 
it? 

If yes to one or more, enter  

"1"  

 

 Physical Disability (missing a limb, blind, deaf, in a wheelchair, etc.)   CR If yes, enter  "1"   

 HIV/AIDS   CR If yes, enter  "1"  
 

   Mental Health Issues   CR 

(!)  42. Have you ever been taken to a hospital against your will for a mental health reason? 

(!)  43. Gone to an emergency room because of nerves or feeling shaky or scared?  

(!)  44. Spoken with a mental health professional in the last six months? 

If yes to one or more, enter  

"1"  
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 Developmental Disability 

(!)   45. Had a serious brain injury or head trauma?  

(!)   46. Ever been told you have a learning disability or developmental disability?  

(!)   47. Have trouble concentrating, or remembering things?  

(!)   48. Interviewer: do you detect signs or symptoms of mental illness or brain functioning? 

If yes to one or more, enter  

"1"  

 

 Chronic Health Conditions:  Heat stroke/Heat Exhaustion  

      If not already answered above  Heart diseases, Arrhythmia, or Irregular Heartbeat 

  Asthma  Cancer 

  Diabetes  Emphysema 

   Hepatitis C  High Blood Pressure 

  Tuberculosis  Alzheimer's 

  Other:  
___________________________________________    

If yes to one or more, enter  

"1"  

  

(!)   49. Have you had any medicines prescribed for you by a doctor that you do not take, or that 
you sold, misplaced, or had stolen, or where the prescriptions were never filled in the first 

place?     CR 

If yes, 

enter  "1"  

 

(!)    If the SA score is "1' AND the Mental Health/Developmental Disability is a "1" AND there is another health 
condition as well, ENTER a "1"  in the BOX AT RIGHT (Tri-morbidity or multiple serious health conditions)           

 

  

 

 

IS THIS PERSON PREGNANT? VICTIM OF DOMESTIC VIOLENCE?   

 No or N/A       Yes  If Pregnant, Due Date:  _______/________/______________ Use same answers as for Adult HoH 

 50. Have you ever experienced any emotional, physical, psychological, sexual abuse, or trauma in your 
life which you did not get help for, and/or which you feel has caused your homelessness? 

If yes, 

enter  "1"  
 

 
 

 

END OF Assessment QUESTIONS 
 

 

 

SIGNATURE OF CLIENT: 

HoH Must Sign: By signing below I attest that the information I have provided for eligibility and intake is a true and 

accurate account of my/our current situation, income and household. 

 

   /  /  

Signature 
Month  Day  Year 
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Service Questions 
SERVICE CATEGORY 

 Residential Services -  you provide Shelter or Housing  ESG Housing and Relocation Services 

 Non-Residential Services - you provide Supportive Serv. only  ESG Financial Assistance Services 

 (RARE)  Financial Assistance, non-ESG funded  (RARE) Outreach and Engagement –people who live outside 

 HOPWA   SSVF 

 HOPWA Financial Services  SSVF Financial Services  

 PATH  RHY 
 

SPECIFIC SERVICE(S) PROVIDED (Select services based on your funding stream 

  Indicate main services here:______________________________ ________________________________________ 

The Dates for Services Provided above must be the same as the Program Entry and Program Exit Dates 

ESG - RAPID REHOUSING Services (RRH) ESG - HOMELESS PREVENTION & STABILIZATION Services (HP) 

 FA Rental Assistance $_____________.00  

 FA Utility Deposits $_____________.00  HRS Case Management 

 FA Security Deposit(s $_____________.00  HRS Outreach 

 FA Utility Deposits $_____________.00  HRS Housing Search and Placement 

 FA Utility Payments $_____________.00  HRS Legal Services 

 FA Moving Cost Assistance $_____________.00  HRS Credit Repair 

 FA Motel  / Hotel vouchers $_____________.00  

Rapid Re-housing Services covered this time period          From:____ / ____ / ____________ To: ____ / ____ / ____________ 

(NOTE: These dates cannot be outside the Program Entry and Exit Time Period!) mm    /    dd   /        yyyy mm    /   dd   /          yyyy 

 

Homeless Prevention Services covered this time period   From:____ / ____ / ____________ To: ____ / ____ / ____________ 

(NOTE: These dates cannot be outside the Program Entry and Exit Time Period!) mm    /    dd   /        yyyy mm    /   dd   /          yyyy 

The Dates for RRH and HP Services must be within the Program Entry and Program Exit Dates 
 

If your program receives funding other than McKinney Vento or ESG or State, complete appropriate section of next page. 

 

 
 

END OF INTAKE FOR UNACCOMPANIED INDIVIDUAL 

 

If your program receives funding other than McKinney Vento or ESG or State, complete appropriate section of next page 
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HOPWA Services plus Emergency Shelter, Transitional Housing, Perm. Supp. Housing, Services Only, Homeless Prevention 

 Adult day care / personal assist 

 Case management 

 Child care 

 Criminal justice/legal services 

 Education 

 Employment & training services 

 Food/meals/nutritional services 

 Health/medical care 

 Life skills training 

 Mental health care/counseling 

 Outreach and/or engagement 

 

 Substance abuse services/treat 

 Transportation 

 Other HOPWA funded service 

 

 

HOPWA FINANCIAL SERVICES 

 Rental assistance 

 Security deposits 

 Utility deposits 

 Utility payments 

 Mortgage assistance 

 

PATH Services (Substance Abuse and Mental Health) 

 Outreach 

 Screening/assessment 

 Habilitation/rehabilitation 

 Community mental health 

 Substance use treatment 

 Case management 

 Residential supportive services 

 Housing minor renovation 

 Housing moving assistance 

 

 Security deposits 

 Housing technical assistance 

 One-time rent for eviction prevention 

 Other PATH funded service 

 

 

RHY Runaway Homeless Youth Services plus Emergency Shelter, Transitional Housing, Services Only, Homeless Prevention 

 Basic support services  

 Community service/service learning (CSL) 

 Counseling/therapy 

 Dental care 

 Education 

 Employment and training services 

 Criminal justice /legal services 

 Life skills training 

 Parenting education for parent of youth 

 Parenting education for youth w) child 

 Peer (youth) counseling 

 Post-natal care 

 Pre-natal care 

 Health/medical care 

 Psychological or psychiatric care 

 Recreational activities 

 S.A  assessment and/or treatment 

 Substance abuse prevention 

 Support group 

 Preventative – overnight interim, respite 

 Preventative – formal placement in an 

alternative setting outside of BCP 

 Preventative – entry into BCP after 

preventative services 

 Street Outreach – Health & Hygiene Products 

Distributed 

 Street Outreach – Food and Drink Items 

 Street Outreach –Information/Brochures 

 

SSVF SERVICES plus Homeless Prev., Transport, HOPWA-related 

 Outreach services 

 Case management services 
 Assistance obtaining VA benefits - *1 

 Assistance obtaining/coordinating other public benefits -*2 

 Direct provision of other public benefits --*3 
 Other (non-TFA) supportive service approved by VA - *4 

SSFV FINANCIAL SRVC plus Homeless Prev., Transport, HOPWA-related 

 Rental assistance 

 Utility fee payment assistance 

 Security deposit 

 Utility deposit 

  Moving costs 

 Transportation srvc:  tokens/vouchers 

 Transportation srvc:  vehicle repair/maintenance 

 Child Care 

 General housing stability assistance - emergency supplies 

 General housing stability assistance - other 

 Emergency housing assistance 

 SSVF: If *1 (above) 

 VA vocational & rehab couns. 

 Employment & training srvc 

 Educational assistance 

 Health care srvc 

 

 

SSVF: If *4 above 

 

 ______________________ 

 

 ______________________ 

SSVF: If *2 (above) 

 Health care srvc 

 Daily living srvc 

 Personal financial plan srvc 

 Transportation srvc 

 Income support srvc 

 Fiduciary and rep payee srvc 

 Legal – child support 

 Legal – eviction prevention 

 Legal – outstanding fines & penalties 

 Legal – restore/acquire driver’s license 

 Legal  – other 

 Child care 

 Housing counseling 

SSVF: If *3 (above) 

 Personal financial plan srvc 

 Transportation srvc 

 Income support srvc 

 Fiduciary and rep payee srvc 

 Legal – child support 

 Legal – eviction prevent 

 Legal – outstanding fines and penalties 

 Legal – restore/acquire driver’s license 

 Legal – other 
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Performance Measures 
Name of Agency assisting with this/these Goals? _____________________________________ 

Name of primary case manager at Agency assisting with Goals? _____________________________ 
 
PERFORMANCE GOAL ONE 
 Attain employment within ninety days of Intake 
 Enroll in educational or training program 
 Housing stabilized within twenty eight days of Intake 
 Meet with case manager within three days of Intake 
 Qualify for TANF GA or SSI within ninety days 

 Rehoused within twenty eight days of Intake 
 Stabilized in perm hsing within ninety days of Intake 
 Stabilized in trans hsing within ninety days of Intake 
 Remain stably Housed for ninety days 
 Remain stably Housed for six months 

 
Date Goal One was Set  (mm/dd/yyyy) ______ / ________ / _________ 
Date Goal One is to be achieved ("Flag Date") ______ / ________ / _________  
Date Goal One's Outcome was Assessed ______ / ________ / _________  

Goal One's Outcome was:         Achieved          Abandoned       Partially Achieved         Delayed 
 
PERFORMANCE GOAL TWO 
 Attain employment within ninety days of Intake 
 Enroll in educational or training program 
 Housing stabilized within twenty eight days of Intake 
 Meet with case manager within three days of Intake 
 Qualify for TANF GA or SSI within ninety days 

 Rehoused within twenty eight days of Intake 
 Stabilized in perm hsing within ninety days of Intake 
 Stabilized in trans hsing within ninety days of Intake 
 Remain stably Housed for ninety days 
 Remain stably Housed for six months 

 
Date Goal Two was Set  (mm/dd/yyyy) ______ / ________ / _________ 
Date Goal Two is to be achieved ("Flag Date") ______ / ________ / _________  
Date Goal Two's Outcome was Assessed ______ / ________ / _________  

Goal Two's Outcome was:         Achieved          Abandoned       Partially Achieved         Delayed 
 
PERFORMANCE GOAL THREE 
 Attain employment within ninety days of Intake 
 Enroll in educational or training program 
 Housing stabilized within twenty eight days of Intake 
 Meet with case manager within three days of Intake 
 Qualify for TANF GA or SSI within ninety days 

 Rehoused within twenty eight days of Intake 
 Stabilized in perm hsing within ninety days of Intake 
 Stabilized in trans hsing within ninety days of Intake 
 Remain stably Housed for ninety days 
 Remain stably Housed for six months 

 
Date Goal Three was Set  (mm/dd/yyyy) ______ / ________ / _________ 
Date Goal Three is to be achieved ("Flag Date") ______ / ________ / _________  
Date Goal Three's Outcome was Assessed ______ / ________ / _________  

Goal Three's Outcome was:         Achieved          Abandoned       Partially Achieved         Delayed 
 
PERFORMANCE GOAL FOUR 
 Attain employment within ninety days of Intake 
 Enroll in educational or training program 
 Housing stabilized within twenty eight days of Intake 
 Meet with case manager within three days of Intake 
 Qualify for TANF GA or SSI within ninety days 
 Rehoused within twenty eight days of Intake 
 Stabilized in perm hsing within ninety days of Intake 
 Stabilized in trans hsing within ninety days of Intake 

 Remain stably Housed for ninety days 
 Remain stably Housed for six months 
Date Goal Four was Set  (mm/dd/yyyy) _____ / _____ / ______ 
Date Goal Four is to be achieved _____ / _____ / _______  
Date Goal Four's Outcome was Assessed ______ / _____ / _______ 
Goal Four's Outcome was:        Achieved          Abandoned             

 Partially Achieved         Delayed  
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	Note: Two new wrinkles in the Chronic Homeless definition: Disability plus total homeless time *including time in your program if ES or Safe Haven* is 1 year continuous or 4 times in three years *AND total time homeless of those multiple episodes plus your program time is greater than or equal to 12 months.                            Example:  6 months in your shelter plus four episodes in three years where total homeless time is 5 months is NOT Chronic Homeless. This FLOW CHART may help!


