Introduction to the 

HPRP DATA COLLECTION FULL DETAIL FORM

The HPRP Full Detail form is designed to collect the information required to determine applicant eligibility and data at the time of application and entry the HPRP program. The Full Detail Form includes ‘check boxes’ for the standard responses included in the HUD HMIS data elements. Along with the Assessment Matrix and the Recertification Form, this form provides the tools for collection of data necessary for the quarterly, annual, or exit report for client services and outcomes.

The Full Detail form could be used in a program design where each part of the case management process is completed within the same organization.

In instances where Prescreening and Eligibility are completed in one setting, and case management and quarterly reviews occur in another setting, it may be better for the initial worker to use the shorter version of the Prescreening Tool.
HOMELESS PREVENTION AND RAPID REHOUSING

DATA COLLECTION - FULL DETAIL

· Part 1: Mandatory information
	APPLICANT INFORMATION                            PIN:                       Program Entry Date: 

	*Last Name:
	*First Name:
	*Social Security #

	Current Address:                                                        City:                                               Zip Code:

	Zip Code of Last permanent Address :                                            FORMCHECKBOX 
 Don’t Know         FORMCHECKBOX 
 Refused  

	Phone:                                                                                      Alternate Contact #

	*Date of Birth 

(mm/dd/yyyy): 


 FORMCHECKBOX 
 Full DOB give

 FORMCHECKBOX 
 Approximate DOB

 FORMCHECKBOX 
 Don’t Know 

 FORMCHECKBOX 
 Refused 
	*Race:  (Mark P = Primary Race and S = Secondary Race if applicable)

 FORMCHECKBOX 
 American Indian/Alaska Native       FORMCHECKBOX 
 Asian      FORMCHECKBOX 
 Black/African-American  FORMCHECKBOX 
 Native Hawaiian/Pacific Islander     FORMCHECKBOX 
 White      FORMCHECKBOX 
 Other Multi-Racial

 FORMCHECKBOX 
 Don’t Know      FORMCHECKBOX 
 Refused 

	
	

	
	* Ethnicity:

 FORMCHECKBOX 
 Non-Hispanic/Non-Latino        FORMCHECKBOX 
 Hispanic/Latino

 FORMCHECKBOX 
 Don’t Know      FORMCHECKBOX 
 Refused

	*Gender:

 FORMCHECKBOX 
 Female    FORMCHECKBOX 
 Male 

 FORMCHECKBOX 
 Transgender M to F 

 FORMCHECKBOX 
 Transgender F to M 

 FORMCHECKBOX 
 Other 

 FORMCHECKBOX 
 Don’t Know  

 FORMCHECKBOX 
 Refused 
	* U.S. Military Veteran (Adults):

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Don’t Know 
 FORMCHECKBOX 
 Refused 
	*Does client have a ‘Disabling Condition’:

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Don’t Know 
 FORMCHECKBOX 
 Refused


	*Prior Living Situation (night before entry) (Adults and unaccompanied youth only. Select one only:
 FORMCHECKBOX 
 Emergency Shelter, including hotel or motel paid for with emergency shelter voucher 

 FORMCHECKBOX 
Transitional housing for homeless persons (including homeless youth)

 FORMCHECKBOX 
Permanent supportive housing for formerly homeless persons (SHP, S+C, or SRO Mod Rehab) 

 FORMCHECKBOX 
Psychiatric hospital or other psychiatric facility

 FORMCHECKBOX 
Substance abuse treatment facility or detox center 

 FORMCHECKBOX 
Hospital (non-psychiatric) 

 FORMCHECKBOX 
Jail, prison or juvenile detention facility 
 FORMCHECKBOX 
Rental by client, no housing subsidy 

 FORMCHECKBOX 
Owned by client, no housing subsidy 

 FORMCHECKBOX 
Staying or living in a family member’s room, apartment or house 

 FORMCHECKBOX 
Staying or living in a friend’s room, apartment or house 

 FORMCHECKBOX 
Hotel or motel paid for without emergency shelter voucher 

 FORMCHECKBOX 
Foster care home or foster care group home 

 FORMCHECKBOX 
Place not meant for habitation (e.g., a vehicle, an abandoned building, or anywhere outside 
 FORMCHECKBOX 
Rental by client, VASH Subsidy 

 FORMCHECKBOX 
Rental by client, with other (non-VASH) housing subsidy 

 FORMCHECKBOX 
Owned by client, receives housing subsidy 

 FORMCHECKBOX 
Other                   FORMCHECKBOX 
Safe Haven                     FORMCHECKBOX 
Don’t Know          FORMCHECKBOX 
Refused 

	*Length of Stay at Prior Living Situation:

  FORMCHECKBOX 
 One week or less             FORMCHECKBOX 
 More than one week, but less than one month |
  FORMCHECKBOX 
 One to three months       FORMCHECKBOX 
 More than three months, but less than one year   

  FORMCHECKBOX 
 One year or longer  

  FORMCHECKBOX 
 Don’t Know   FORMCHECKBOX 
 Refused


INCOME ELGIBILITY ASSESSMENT 

Household must be below the following income levels to qualify for assistance Note: The 50% AMI limit is based on the household's income and assets at the time of application to the program.  Local priorities can be established at a lower income level, for example 30% AMI. Income eligibility is not the only factor used to qualify the applicant for assistance.  The income eligibility assessment is used at entry, at least annually (if length of stay is greater than one year), and at exit.
INCOME ELIGIBILITY TABLE

	Number of Persons in Household
	Maximum 50% AMI
	Sample Priority

@ 30% AMI

	1
	28,900
	17,340

	2
	33,050
	19,830

	3
	37,150
	22,290

	4
	41,300
	24,780

	5
	44,600
	26,760

	6
	47,900
	28,740

	7
	51,200
	30,720

	8
	54,500
	32,700


INCOME SOURCE CODES

	Code
	Source of Income
	Code
	Source of Income

	1
	Earned Income (i.e., employment)
	9
	General Assistance (GA / GR)

	2
	Unemployment insurance
	10
	Social Security retirement income (SSA)

	3
	Supplemental Security Income (SSI)
	11
	Veteran’s pension

	4
	Social Security Disability Income (SSDI)
	12
	Pension from a former job

	5
	Veteran’s disability payment       
	13
	Child support

	6
	Private disability insurance
	14
	Alimony or other spousal support

	7
	Worker’s compensation
	15
	Other: 

	8
	Temporary Assistance for Needy Families (TANF)
	(VASH)
	


Income received from any source in past 30 days?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No      FORMCHECKBOX 
 Don’t Know….  FORMCHECKBOX 
 Refused

Income Source # 1 (at initial assessment)

Start Date (mm/dd/yyyy): ___/___/____       End Date (mm/dd/yyyy): ___/___/____

Source of Income (see source codes above):____________________

Receiving Income Source?:  Yes / No

Monthly Income (use 0 for none): $_______________ 

Income Source # 2 (at initial assessment)

Start Date (mm/dd/yyyy): ___/___/____       End Date (mm/dd/yyyy): ___/___/____

Source of Income (see source codes above):____________________

Receiving Income Source?:  Yes / No

Monthly Income (use 0 for none): $______________(add additional sheets if more than 2 income sources)
TOTAL Household Income $______________

VERIFY TOTAL INCOME:  Does the total current income fall at or below the Income Eligibility Table?
 FORMCHECKBOX 
 Yes – proceed with HPRP assessment, Part #2

 FORMCHECKBOX 
 No, Not eligible for HPRP, consider other resources /referral

NON-CASH ASSESSMENT 

The Non-Cash Benefit assessment is used at entry, at least annually (if length of stay is greater than one year), and at exit.

Non-Cash Benefits

	Code
	Source of Non-Cash Benefit
	Code
	Source of Non-Cash Benefit

	1
	Supplemental Nutrition Assistance Program (Food Stamps)
	9
	Other TANF-Funded Services

	2
	MEDICAID
	10
	Section 8, Public Housing or Rental Assistance

	3
	MEDICARE 
	11
	Other Source: __________________

	4
	SCHIP
	
	

	5
	Special supplemental Nutrition Program for (WIC)   
	
	

	6
	Veteran’s Administration (VA) Medical Services
	
	

	7
	TANF Child Care Services
	
	

	8
	TANF Transportation Services
	
	


Non-cash benefit received from any source in the last 30 days?  
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No      FORMCHECKBOX 
 Don’t Know….  FORMCHECKBOX 
 Refused

Income Source # 1 (at initial assessment)

Start Date (mm/dd/yyyy): ___/___/____       End Date (mm/dd/yyyy): ___/___/____

Source of Income (see source codes above):____________________

Receiving Income Source?:  Yes / No

Monthly Income (use 0 for none): $_______________ 

Income Source # 2 (at initial assessment)

Start Date (mm/dd/yyyy): ___/___/____       End Date (mm/dd/yyyy): ___/___/____

Source of Income (see source codes above):____________________

Receiving Income Source?:  Yes / No

Monthly Income (use 0 for none): $_______________(add additional sheets if more than 2 income sources)
Part 2: Priority Screening

HOMELESS PREVENTION AND RAPID REHOUSING PROGRAM (HPRP)

ASSESSMENT OF PRIORITY STATUS

	HOUSING STATUS/PRIORITY QUESTIONS
	 YES
	 NO

	(1) Is the family sleeping in a place not meant for human habitation, such as a car, park, sidewalk, abandoned building or street?
	
	

	(1) Is the family sleeping in an emergency shelter?
	
	

	(1) Is the head of household being released from a hospital or jail and was the family homeless before being admitted?
	
	

	(2) Is the family graduating or timing out of a transitional housing program for homeless persons?
	
	

	(2) Is the family being evicted from a private dwelling unit (including housing provided by family or friends)?
	
	

	(2) Is the head of household being discharged from a hospital or other institution?
	
	

	(2) Is the family living in housing that has been condemned by housing officials and is no longer considered/meant for human habitation?
	
	

	** Families in the circumstances listed above must also meet the following two conditions:

1. Have no appropriate subsequent housing options identified; AND

2. Lack the financial resources and support networks needed to obtain immediate housing or remain in existing housing
	
	

	Is the family’s income at or below 50% AMI? (See chart on question 1 Step #1)
	
	

	Has the family moved 2 or more times in the past year?
	
	

	Is there a child in school?   If yes, school name:
	
	

	Does the school age child participate in the reduced cost lunch program?
	
	

	Is there a child under the age of 2 living with the family?
	
	

	Has any member of the family experienced domestic violence in the past 12 months?
	
	

	Has the family experienced an accident resulting in the loss of transportation for employment?
	
	

	Has there been a sudden change in medical/health status or increased health costs?
	
	

	Has the family’s utility bills increased more than 20% recently?
	
	

	Is there a member of the household that has been diagnosed with a serious mental illness?
	
	


HPRP HOUSING 

	*Housing Status (at Program entry):

 FORMCHECKBOX 
 Literally homeless 

 FORMCHECKBOX 
 Housed and at imminent risk of losing housing 

 FORMCHECKBOX 
 Housed and at-risk of losing housing 

 FORMCHECKBOX 
 Stably housed 

 FORMCHECKBOX 
 Don’t Know 

 FORMCHECKBOX 
 Refused 




If “YES” TO TWO OR MORE OF THE ABOVE FACTORS, PROCEED TO PART #3 ASSESSMENT.  IF NOT, Applicant is not a priority for  HPRP Assistance. Refer to other resources. 
PLEASE COMPLETE ASSESSMENT – OUTCOMES MATRIX

Part # 4

HOUSING VOUCHER ASSISTANCE 

QUALIFICATION SCREENING

1) Is there is at least one member of the family that is a U.S. citizen or that has eligible immigration status?   (24 CFR 5 Subpart E)  

 FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
If the answer to question 1 is “No” STOP.  The applicant DOES NOT meet the basic threshold for public housing assistance.  DO NOT proceed.  Refer the client to other community resources.  If answers to questions 1 is “Yes” please proceed to answer questions 3 through 7.

2) Has any member of the household ever been arrested for being under the influence of a controlled substance within the past year?

 FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
3) Has any member of the household ever been arrested for sales, transportation, manufacture or possession for sale of drugs within the last five years?

 FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
4) Has any member of the household ever been arrested for domestic violence in the past five years?

 FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
5) Has any member of the household ever been evicted from any federally assisted housing for illegal drug activities in the past three years?

 FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
6) Has any member of the household ever been subject to lifetime sex offender registration under the state sex offender registration program?

 FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
If answers are “No” to questions 3-6 please complete Part # Assessment Matrix Table
If any answer to questions 3 -6 is “Yes” STOP.  The applicant DOES NOT meet the basic threshold for public housing assistance programs. Refer the client to other community resources.  
FINANCIAL ASSISTANCE and HOUSING SERVICES TRACKING

	Financial Assistance Provided (Service Transactions)

	Financial Assistance is provided as a one-time transaction and at least once every three months for participants receiving medium-term rental assistance.

If the Financial Assistance is one-time only, enter start date and end date as same day.

If the Financial Assistance is on-going rental assistance, the start date must correspond to the first day for which rental assistance applies and the end date must correspond to the last day for which rental assistance applies.

If the Financial Assistance is a hotel/motel voucher, enter one Financial Assistance Provided with a start date that corresponds to the first day that the voucher applies and the end date as the last day the voucher applies.

------------------------------------------Initial Financial Assistance Provided------------------------------------------

Start Date of Financial Assistance (mm/dd/yyyy)

End Date of Financial Assistance (mm/dd/yyyy)

Financial Assistance Type and Amount
 FORMCHECKBOX 
Rental Assistance                 Amount ___________ Start Date: ___/___/____  End Date: ___/___/____
 FORMCHECKBOX 
Security Deposits                 Amount ___________ Start Date: ___/___/____  End Date: ___/___/____
 FORMCHECKBOX 
Utility Deposits                    Amount ___________ Start Date: ___/___/____  End Date: ___/___/____

 FORMCHECKBOX 
Utility Payments                  Amount ___________ Start Date: ___/___/____  End Date: ___/___/____
 FORMCHECKBOX 
Moving cost assistance        Amount ___________ Start Date: ___/___/____  End Date: ___/___/____
 FORMCHECKBOX 
 Motel & Hotel Vouchers    Amount ___________ Start Date: ___/___/____  End Date: ___/___/____

TOTAL Assistance   Amount _______________
                               Attach additional sheets if necessary



	Housing Relocation & Stabilization Services Provided (Service Transactions)

	Housing Relocation & Stabilization Services Provided must be collected at least once every three months during program enrollment, if the period between program entry and exit exceeds three months, and at program exit.

If Housing Relocation & Stabilization Services Provided are one-time service to clients, the program can enter the start and end date as the same time.

------------------------------------Initial Housing Relocation & Stabilization Service----------------------------------

Housing Relocation & Stabilization Services Provided:

 FORMCHECKBOX 
 Case Management                      Start Date: ___/___/____  End Date: ___/___/____
 FORMCHECKBOX 
 Outreach and Engagement         Start Date: ___/___/____  End Date: ___/___/____
 FORMCHECKBOX 
 Housing search and placement  Start Date: ___/___/____  End Date: ___/___/____
 FORMCHECKBOX 
 Legal services                            Start Date: ___/___/____  End Date: ___/___/____
 FORMCHECKBOX 
 Credit repair                               Start Date: ___/___/____  End Date: ___/___/____
 FORMCHECKBOX 
 Other                                          Start Date: ___/___/____  End Date: ___/___/____
                              

            Attach additional sheets if necessary



FOR QUARTERLY ANNUAL and EXIT ASSESSMENT PLEASE SEE RECERTIFICATION FORM. 
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