2024 HMIS Adult Annual Form

Date of Annual

Date Annual Entered in HMIS

Housing Inspection Completed
Income Verification Completed

Rent Calculation Completed

CLIENT’S NAME N/A'| cONTACT INFORMATION NIA
Last o |Cell phone O
First O |Home phone a
Middle O | Emergency Number O
Suffix O | Email address O
Street O |Zip Code a
Address
City O [State O

Receiving Non-Cash Benefits?

0 Yes 0O Data not collected

O No 0O Client doesn’t know 0O Client Prefers Not to Answer

IF “YES” TO RECEIVING NON-CASH BENEFITS— INDICATE ALL SOURCES THAT APPLY

0 Supplemental Nutrition Assistance Program (SNAP) 0 TANF Transportation Services

O Special Supplemental Nutrition Program (WIC) O Other TANE-funded services

O TANF Childcare Services

0 Other Non-Cash Benefits (Specify Source) :

Covered by Health Insurance?

O No 0O Clientdoesn’'t know 0O Client Prefers Not to Answer
O Yes 0O Data not collected

Translation Assistance

O No 0O Clientdoesn’'t know 0O Client Prefers Not to Answer
O Yes O Data not collected
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2024 HMIS Adult Annual Form

Income from Any ONo 4 O Yes 2 O Client doesn’t know O Client Prefers Not to
Source Answer 0O Data not collected

IF “YES” TO INCOME FROM ANY SOURCE - INDICATE ALL SOURCES
THAT APPLY

Income Source (Check all that apply) Monthly Amount

O Earned Income

0 Unemployment Insurance

0 Worker’s Compensation

O Private Disability Insurance

O VA Service-Connected Disability Compensation

0 Social Security Disability Income (SSDI)

0 Supplemental Security Income (SSI)

0 Retirement Income from Social Security

O VA Non-Service-Connected Disability Pension

0 Pension or retirement income from a former job

O Temporary Assistance for Needy Families (TANF)

0 General Assistance (GA)

O Alimony or other spousal support

0 Child Support

0 Other Cash Income (Specify: )

Type of Health Insurance, If answered yes
above

IF “YES” TO COVERED BY HEALTH INSURANCE- INDICATE ALL SOURCES THAT APPLY

0 MEDICAID O Insurance Obtained through COBRA
0 MEDICARE O Private Pay Health Insurance
0 State Children’s Health Insurance Program 0 State Health Insurance for Adults

O Veteran’s Administration (VA) Medical Services | O Indian Health Services Program

O Other Health Insurance

O Employer-provided Health Insurance (Specify Source):

Client Verification

| certify that the information provided by me on this application, as well as information provided by me regarding
the income and assets of members of my family unit, is true to the best of my knowledge. | hereby promise to report
any changes in this information that may occur while my case is open.

Client’s Signature Date / /
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