Responsibility House, Inc.
Supportive Housing Program

Referral Form
Date: _______________

Consumer’s Name: _________________________  Race: ________ Age: _______ DOB: ____________
Marital Status: (Check One) ⁭Single  ⁭Married  ⁭Divorced  ⁭Widowed  ⁭Separated

Address: _____________________________________________________________________________
Phone Number: _________________________
Social Security Number: _______________

Are children with consumer? ⁭Yes ⁭No
DOB/Ages/Gender of Children: ___________________
_____________________________________________________________________________________
What is the best way to locate this person: __________________________________________________
TOTAL HOUSEHOLD RESOURCES:

Employment

⁭Yes
⁭No
Amount: _______________

Medicaid

⁭Yes
⁭No

Medicare

⁭Yes
⁭No

SSI


⁭Yes
⁭No
Amount: _______________

SSDI


⁭Yes
⁭No
Amount: _______________

TANF


⁭Yes
⁭No
Amount: _______________

Child Support

⁭Yes
⁭No
Amount: _______________

Food Stamps

⁭Yes
⁭No
Amount: _______________

VA


⁭Yes
⁭No
Amount: _______________

Pension

⁭Yes
⁭No
Amount: _______________

Other: ______________________
Amount: _______________

Comment: ____________________________________________________________________________
_____________________________________________________________________________________
History of Work:  ⁭Yes  ⁭No  If so, what type: ______________________________________________
Veteran
⁭Yes
⁭No  If so, what branch and dates served:  _____________________________________
Reason for Homelessness: _______________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Consumer Currently Residing In: 

⁭Shelter  ⁭Automobile  ⁭Abandoned Building  ⁭Streets  ⁭Hospital  

Other, please describe: __________________________________________________________________
Homeless Documentation Included 
⁭Yes
⁭No

Referral Source: Name ____________________
__ Agency/Phone # _____________________________
Social Worker’s Name and # _____________________________________________________________
Psychiatrist Name and # _________________________________________________________________
Diagnosis:  ___________________________________________________________________________
Medication:  __________________________________________________________________________
Current Mental Health or Substance Treatment Provider if different from Referral Source: ____________
_____________________________________________________________________________________

Office Use Only
Accepted _____ Denied _____ Referred ____________________________________________________

If denied, reason for denial: ______________________________________________________________

Responsibility House Supportive Housing Program

Screening/Assessment Form

Consumer’s Name: _________________________
Date: _____________________

1.  Describe your current living situation (be very specific):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2.  When did you first become homeless (date): _______________________________________

Please describe the circumstance surrounding your current homeless status:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3.   Homeless History: (List all places and dates of homelessness, start with the most recent occurrences) If on the streets or living in an uninhabitable dwelling, be specific with addresses or location.  Written documentation is needed for homeless shelters, treatment facilities, Detox, and transitional housing placements.  This documentation needs to be on agency/facility letterhead and signed by the appropriate personnel.
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