DEPARTMENT OF CHILDREN AND FAMILY SERVICES

FAMILY UNIFICATION PROGRAM REFERRAL FORM

Housing Authority of Lake County Program

HEAD OF HOUSEHOLD (HoH) INFORMATION

HoH Name



           Date of Birth        Social Security #      Gender

____________________________________  ______________  ______________  ___________

OTHER ADULTS IN THE HOUSEHOLD

Name

                     Relation to HoH    Date of Birth       Social Security #      Gender

_________________________  __________  ______________  ______________  ___________

_________________________  __________  ______________  ______________  ___________
_________________________  __________  ______________  ______________  ___________

_________________________  __________  ______________  ______________  ___________

ALL CHILDREN WHERE GOAL IS TO LIVE WITH HEAD OF HOUSEHOLD

Name                                     Reunification Date   Date of Birth         Soc. Sec. #           Gender
_________________________  __________  ______________  ______________  ___________

_________________________  __________  ______________  ______________  ___________

_________________________  __________  ______________  ______________  ___________

_________________________  __________  ______________  ______________  ___________

_________________________  __________  ______________  ______________  ___________

_________________________  __________  ______________  ______________  ___________

_________________________  __________  ______________  ______________  ___________

_________________________  __________  ______________  ______________  ___________

FAMILY INFORMATION

Address: ___________________________________________  Phone: ____________________

City/State: __________________________________________ Zip Code:  _________________
Income Source: ______________________________________ Amount:  __________________
# of children living at home: Now: ____ Within 60 days ____Within 6 months: ____ Max:_____
# of bedrooms needed: _____________ Family’s special housing needs: ____________________

______________________________________________________________________________

DEPARTMENT OF CHILDREN AND FAMILY SERVICES

FAMILY UNIFICATION PROGRAM REFERRAL FORM

Housing Authority of Lake County Program

ELIGIBILITY REQUIREMENTS (please check the appropriate box)

1. Head of Household is the person whose name the DCFS case was opened

Top of Form

 MACROBUTTON HTMLDirect [image: image1.wmf]
  Yes 

 MACROBUTTON HTMLDirect [image: image2.wmf]
 No

2. The family currently resides in inadequate housing (check appropriate boxes)

Family is living in substandard housing (must meet at least one):

 MACROBUTTON HTMLDirect [image: image3.wmf]
 Does not have operable indoor plumbing

 MACROBUTTON HTMLDirect [image: image4.wmf]
 Does not have usable flush toilet inside the unit, exclusively for the families use

 MACROBUTTON HTMLDirect [image: image5.wmf]
 Does not have usable bathtub or shower inside the unit, exclusively for the families use
 MACROBUTTON HTMLDirect [image: image6.wmf]
 Does not have electricity or has unsafe or inadequate electrical service

 MACROBUTTON HTMLDirect [image: image7.wmf]
 Does not have a safe or adequate source of heat

 MACROBUTTON HTMLDirect [image: image8.wmf]
 Should, but does not, have a kitchen

 MACROBUTTON HTMLDirect [image: image9.wmf]
 Has been declared unfit for habitation by an agency, unit, or government
 MACROBUTTON HTMLDirect [image: image10.wmf]
 Family is living in dilapidated housing: the condition of the unit endangers the health, safety and well-being of a family or the unit has critical defects, or a combination of intermediate defects in sufficient number or extent to require considerable repair or rebuilding. Please Explain:

______________________________________________________________________________

______________________________________________________________________________

 MACROBUTTON HTMLDirect [image: image11.wmf]
 Family lives in a shelter, abandoned building, car, or other place not designed for permanent residence. (Note that a family who lives with friends or family does not meet this eligibility criterion though may meet the overcrowded housing eligibility criterion listed below).

Family is displaced by domestic violence or lives with and is leaving a person who engages in domestic violence. Please check one or more of the three boxes below, if appropriate.

 MACROBUTTON HTMLDirect [image: image12.wmf]
 Domestic Violence Perpetrator lives with the Head of Household

 MACROBUTTON HTMLDirect [image: image13.wmf]
 Domestic Violence Perpetrator is married to the Head of Household

 MACROBUTTON HTMLDirect [image: image14.wmf]
 Domestic Violence Perpetrator is the biological father of one of the children living with, or who will be returned home to the Head of Household within the next 60 days.

 MACROBUTTON HTMLDirect [image: image15.wmf]
 Family is living in an overcrowded unit or the unit will be overcrowded upon the return of the children.

Please enter the number of bedrooms of the family’s current housing unit: __________________

Please enter the number of people currently living in the housing: _________________________

 MACROBUTTON HTMLDirect [image: image16.wmf]
 Family lives in housing not accessible to its disabled child or children due to the nature of their disability.

Please Explain: _______________________________________________________________

3. Is any member of the household a citizen of the United States of America or legal alien?
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  Yes

 MACROBUTTON HTMLDirect [image: image18.wmf]
 No

4. Does any family member owe money to any housing authority?
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  Yes

 MACROBUTTON HTMLDirect [image: image20.wmf]
 No

5. Has the applicant ever been arrested for committing a felony or a misdemeanor?
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  Yes

 MACROBUTTON HTMLDirect [image: image22.wmf]
 No

If yes, when: ___________________________________________________________________

Please explain: _________________________________________________________________

______________________________________________________________________________

DEPARTMENT OF CHILDREN AND FAMILY SERVICES

FAMILY UNIFICATION PROGRAM REFERRAL FORM

Housing Authority of Lake County Program

APPROPRIATENESS OF REFERRAL
We can only refer families where we can keep the FAMILY case open at least three to six months AFTER the family moves into the housing with the FUP voucher. Can you commit to this?

 MACROBUTTON HTMLDirect [image: image23.wmf]
  Yes

 MACROBUTTON HTMLDirect [image: image24.wmf]
 No   
 Please provide Anticipated Date that the FAMILY case will be closed. _____________________

Does the client owe any money to a utility company?
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  Yes

 MACROBUTTON HTMLDirect [image: image26.wmf]
 No

If yes, explain how it will be resolved: _______________________________________________

______________________________________________________________________________

Is the client currently on the Lake County Housing Authority’s Housing Choice Voucher waiting list?
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  Yes

 MACROBUTTON HTMLDirect [image: image28.wmf]
 No

If yes, what is the Housing Choice Voucher Waiting List number: _________________________

List the services that family needs or currently receives:

Needs

Receives 

Top of Form
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 MACROBUTTON HTMLDirect [image: image30.wmf]


Counseling/Mental Health Services
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Substance Abuse Treatment
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Other, please explain: __________________________________

______________________________________________________________________________

Caseworker’s Name: _______________________________ Phone: _______________________

Supervisor’s Name: ________________________________ Phone: _______________________

Based on the information that the family has provided to us, the caseworker and the supervisor believe that this family meets the initial eligibility requirements for the Family Unification Program.
Caseworker’s Signature: ______________________________ Date: ______________________

Supervisor’s Signature: _______________________________ Date: ______________________

I, the DCFS Liaison to the Family Unification Program, certify that this family qualifies as a FUP eligible family based on the information provided to me by the caseworker and supervisor.
FUP Liaison’s Signature: ______________________________ Date: ______________________

Please have the client read the following statement. Their signature is needed to refer them to the Family Unification Program.

I understand that if DCFS refers me to the Family Unification Program, this form will be submitted to the Housing Authority of Lake County for the purpose of referral to the Family Unification Program. I also understand that my signature allows the Housing Authority of Lake County to discuss my application, eligibility for and services under the Housing Choice Voucher program with DCFS and its contracting agencies.

Client’s Signature: __________________________________ Date: ________________
Bottom of Form

