Referral for PSH & Case Management Services for the Chronically Homeless
To be referred for Supportive Housing Programs, clients must be chronically homeless. HUD defines chronic homelessness as an individual or family with a disabling condition who has been continuously homeless for a year or more or has had at least four episodes of homelessness in the past three years.
	Clients Name:      
	           Referral Date:       

	Date of Birth:

	             SS#:  


	Clients Phone/location:    
    
	      

	Referral Source:


	

	Phone # of Referral Source:  
    
	      


Disabling Condition:
	Alcohol/Substance Abuse:
	 FORMCHECKBOX 
 Alcohol                         FORMCHECKBOX 
Opiate
	 FORMCHECKBOX 
 Substance Abuse

	Mental Disability:
	 FORMCHECKBOX 
 Schizophrenic
	 FORMCHECKBOX 
Bi-Polar
	 FORMCHECKBOX 
 Depression
	 FORMCHECKBOX 
 other      _____

	Physical Disability:   
	 FORMCHECKBOX 
Mobility Impairment
	 FORMCHECKBOX 
 TBI
	 FORMCHECKBOX 
 Chronic illness

	Major psychosocial or mental health concern:

	 FORMCHECKBOX 
drug/alcohol abuse
	 FORMCHECKBOX 
depression/suicide
	 FORMCHECKBOX 
grief

	 FORMCHECKBOX 
developmental disability 
	 FORMCHECKBOX 
gang involvement
	 FORMCHECKBOX 
pregnancy support

	 FORMCHECKBOX 
eating disorder
	 FORMCHECKBOX 
physical/sexual abuse
	 FORMCHECKBOX 
neglect

	 FORMCHECKBOX 
reactions to chronic illness
	 FORMCHECKBOX 
self esteem
	 FORMCHECKBOX 
family/relationship probs.

	 FORMCHECKBOX 
anxiety/phobia
	 FORMCHECKBOX 
legal problems
	 FORMCHECKBOX 
Violent behavior      

	Other specific concerns:



Current homeless episode and desire for assistance:

	Homeless episode:
	 FORMCHECKBOX 
 6-8 months
	 FORMCHECKBOX 
 9-11 months
	 FORMCHECKBOX 
 12+ months
	 FORMCHECKBOX 
 4x/3 years

	Client motivation for assistance:   
	 FORMCHECKBOX 
Highly motivated
	 FORMCHECKBOX 
 semi-Motivated
	 FORMCHECKBOX 
 low motivation

	Is the client refusing housing:
	 FORMCHECKBOX 
Y
 FORMCHECKBOX 
N



	Pre-Chronically Homeless    FORMCHECKBOX 
Y
 FORMCHECKBOX 
N         Chronically Homeless       FORMCHECKBOX 
Y
 FORMCHECKBOX 
N
____________________________________________________________________________________________________
Single Site Screening
Does client have a history of arson?                              FORMCHECKBOX 
Y
 FORMCHECKBOX 
N

Is client a registered sex offender?                                FORMCHECKBOX 
Y
 FORMCHECKBOX 
N
Does client have a recent history of assault?               FORMCHECKBOX 
Y        FORMCHECKBOX 
N
Has client ever resided in single site PSH?                    FORMCHECKBOX 
Y        FORMCHECKBOX 
N
PSH Program Referral (To be completed by coordinated entry staff only) 
Caz FORMCHECKBOX 
    Evergreen FORMCHECKBOX 
    Matt Urban FORMCHECKBOX 
   Spectrum FORMCHECKBOX 
   HOME  FORMCHECKBOX 
   Safe Haven FORMCHECKBOX 
   Hope Gardens FORMCHECKBOX 
   SPOA FORMCHECKBOX 


	


*Please complete this form along with a VI-SPDAT and submit to the Matt Urban Homeless Outreach Department with a Homeless Verification and/or 3 year housing history attached.
Forms can be faxed to (716)855-2110 or emailed to sdiamond@urbanctr.org
