
	CONSUMER EXIT CHECK SHEET

	
	
	
	

	*First Name
	*Middle Initial
	*Last Name
	Suffix

	Entry Date
	           /              /
	Exit Date
	           /              /

	
	      MM/DD/YYYY
	
	      MM/DD/YYYY

	Date of Birth 
	           /              /
	Gender
	Ethnicity

	
	      MM/DD/YYYY
	 FORMCHECKBOX 
Male      FORMCHECKBOX 
Female


	 FORMCHECKBOX 
Hispanic/Latino

 FORMCHECKBOX 
NOT Hispanic/Latino

	Age at Entry
	
	
	
	

	Primary Race
	 FORMCHECKBOX 
American Indian/Alaskan Native                         FORMCHECKBOX 
Asian 

 FORMCHECKBOX 
Black/African American                                      FORMCHECKBOX 
Native American   

 FORMCHECKBOX 
 Native Hawaiian or Other Pacific Islander         FORMCHECKBOX 
Other  

 FORMCHECKBOX 
Other Multi-Racial                                               FORMCHECKBOX 
White

	U.S. Military Veteran
	 FORMCHECKBOX 
YES           FORMCHECKBOX 
NO            FORMCHECKBOX 
Don’t know           FORMCHECKBOX 
Chose not to answer

	Chronically Homeless Person
	 FORMCHECKBOX 
YES           FORMCHECKBOX 
NO            (Using HUD Definition)

	Special Needs
	 FORMCHECKBOX 
Mental Illness           FORMCHECKBOX 
 Alcohol Abuse         FORMCHECKBOX 
  Drug Abuse    FORMCHECKBOX 
 HIV/AIDS/Related

 FORMCHECKBOX 
Developmental  Disability      FORMCHECKBOX 
 Physical Disability       FORMCHECKBOX 
  Domestic Violence 

 FORMCHECKBOX 
 Other (Please specify________________________________________

	Prior Living  Situation


	 FORMCHECKBOX 
Non-Housing – Streets, park, car, etc.            FORMCHECKBOX 
Emergency Shelter       

 FORMCHECKBOX 
Transitional Housing for Homeless Persons   FORMCHECKBOX 
Psychiatric Facility (30 days or more)                     FORMCHECKBOX 
 Substance Abuse Treatment Facility              FORMCHECKBOX 
Hospital            

 FORMCHECKBOX 
Jail/Prison                                                        FORMCHECKBOX 
Domestic Violence Situation 

 FORMCHECKBOX 
Living with Relatives/Friends                         FORMCHECKBOX 
Rental Housing

 FORMCHECKBOX 
Other:  Specify_____________________________________________________  

	Gross Monthly Income at Entry
	$
	Gross Monthly Income at Exit
	$

	Income Sources At Project Entry


	$______ Social Security Income (SSI)

$______ Social Security Disability(SSDI)

$______ Social Security Retirement

$______ General Public Assistance

$______ Temporary Assistance(TANF)

$______ State Child. Health (SCHIP)

$______ Veterans Benefits

$______ Alimony/Child Support

$______ Child Care Subsidy

$______ Workers Compensation
	$______ MEDICAID

$______ MEDICARE

$______ Veterans Health Care

$______ Employment Income

$______ Unemployment Benefits

$______ Food Stamps

$______ WIC Nutrition

$______ No Financial Resources

$______ Child Care Subsidy

$______ Other-Specify:_______________

	Income Sources At Project Exit


	$______ Social Security Income (SSI)

$______ Social Security Disability(SSDI)

$______ Social Security Retirement

$______ General Public Assistance

$______ Temporary Assistance(TANF)

$______ State Child. Health (SCHIP)

$______ Veterans Benefits

$______ Alimony/Child Support

$______ Child Care Subsidy

$______ Workers Compensation
	$______ MEDICAID

$______ MEDICARE

$______ Veterans Health Care

$______ Employment Income

$______ Unemployment Benefits

$______ Food Stamps

$______ WIC Nutrition

$______ No Financial Resources

$______ Child Care Subsidy

$______ Other-Specify:_______________

	Length of Stay in Program
	Number of months  ______________________________

	Supportive Services Received While In Program
	 FORMCHECKBOX 
Outreach            FORMCHECKBOX 
Case Management         FORMCHECKBOX 
Life Skills          

 FORMCHECKBOX 
Alcohol or Drug Abuse Services                 FORMCHECKBOX 
 Mental Health Services

 FORMCHECKBOX 
HIV/AIDS Related Services                        FORMCHECKBOX 
Other Health Care Services                                                        FORMCHECKBOX 
Education           FORMCHECKBOX 
Housing Placement       FORMCHECKBOX 
Employment Assistance

 FORMCHECKBOX 
Child Care          FORMCHECKBOX 
Transportation               FORMCHECKBOX 
Legal

 FORMCHECKBOX 
Other:  Specify_____________________________________________________  


	Reason for Leaving Program
	_____ Left for a housing opportunity before completing the program

_____ Completed the program

_____ Non-payment of rent/occupancy charge

_____ Non-compliance with project

_____ Criminal activity / destruction of property / violence

_____ Reached maximum time allowed in program

_____ Need could not be met by project

_____ Disagreement with rules / persons

_____ Death

_____ Unknown / Disappeared

_____ Other – Specify: __________________________________________________

	Destination when leaving program
	_____ Permanent:  Rental House or Apartment – No Subsidy

_____ Permanent:  Public Housing

_____ Permanent:  Section 8 Housing

_____ Permanent:  Shelter Plus Care

_____ Permanent:  HOME Subsidized house or apartment

_____ Permanent:  Other subsidized house or apartment (site-based)

_____ Permanent:  Homeownership

_____Permanent:  Moved in with family or friends

_____Transitional:  Transitional housing for homeless persons

_____Transitional:  Moved in with family or friends

_____Institution:  Psychiatric hospital

_____Institution:  Inpatient alcohol or drug treatment facility

_____Institution:  Jail/Prison

_____Emergency:  Emergency Shelter

_____Other:  Other supportive housing

_____Other:  Places not meant for human habitation

_____Other: Please Specify___________________________________________

_____Unknown: Unknown

	Follow-up after leaving program

(Date:____________)
	Residential Stability: _____ Six Months   _____ One Year   _____ More Than One Year

Income Increase:       _____ Yes                _____ No

Self-Determination – Specify:_______________________________________________

	If consumer has minor child(ren) please complete the following information

	Child                                                     Birth                                  FORMCHECKBOX 
Male      Race:               Social Security No.
Name _________________________ Date________________    FORMCHECKBOX 
Female  _________     __ __ __-__ __-__ __ __ _

_

	Child                                                     Birth                                  FORMCHECKBOX 
Male      Race:               Social Security No.
Name _________________________ Date________________    FORMCHECKBOX 
Female  _________     __ __ __-__ __-__ __ __ __



	Child                                                     Birth                                  FORMCHECKBOX 
Male      Race:               Social Security No.
Name _________________________ Date________________    FORMCHECKBOX 
Female  _________     __ __ __-__ __-__ __ __ __



	Child                                                     Birth                                  FORMCHECKBOX 
Male      Race:               Social Security No.
Name _________________________ Date________________    FORMCHECKBOX 
Female  _________     __ __ __-__ __-__ __ __ __



	Completed by:______________________________________     Date:____________________________
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