

EMERGENCY ASSISTANCE VOUCHER
Agency Name:_________________________________________________________________________
  Service Intake Date: ____________________  End: ______________________
Head of Household Name: 1._____________________________________________________________ Gender: M / F   _____________________________        ______________________










                                                            (Social Security #)                                         (Date of Birth)






















Address:___________________________________________________________________________________________________MN___________________            ________-________-___________


(Street and Apartment Number)

                                        (City)


                (Zip Code)                                         (Phone )
	Household Type: (see key #1)
	
	Race (see key #2)
	
	Ethnicity (Hispanic/Non-Hispanic)
	
	Disability?

(Y/N)
	Type(s)

(see key #6)
	Longterm?

(Y/N)
	Veteran?

(Y/N)
	U.S. Citizen?

(Y/N)

	Leave any in the past 90 days? (see key #4)
	
	Destination (see key #5)
	
	Living situtation last night (see key #5)
Length of stay? months/years
	
	
	
	
	
	
	

	City/State/Zip Code—last residence: *IF CURRENT RESIDENCE LEAVE BLANK”
	
	
	
	


Additional Household Member Information: *Use VOUCHER SUPPLEMENT if more space is needed.*
	Name
	D.O.B.
	18+

(Y/N)
	S.S #
	Gender
	Race
	Relationship

 (see key #3)
	Disability?
(Y/N)
	Type(s)

(see key #6)
	Longterm?

(Y/N)
	Veteran?

 (Y/N) 
	U.S. Citizen?

 (Y/N) 

	2.
	
	
	
	
	
	
	
	
	
	
	

	3.
	
	
	
	
	
	
	
	
	
	
	

	4.
	
	
	
	
	
	
	
	
	
	
	

	5.
	
	
	
	
	
	
	
	
	
	
	

	6.
	
	
	
	
	
	
	
	
	
	
	


MONTHLY income source(s) for household members 18+: (see key #7)
                                                               Service Transactions                                                                                                                  
	Source/Household member #1-6
	
	
	

	Amount received in last 30 days
	              /mo
	                 /mo
	              /mo


  M=mortgage; R=rent; D=deposit; T=transportation; U=utilities; O=other
	Code
	Amount
	Month

	
	
	

	
	
	

	
	
	

	
	
	


Yearly total:  $_______________   Income at exit:  $______________

                        




Non-cash assistance (check ALL that apply)



  ( Medicaid    ( TANF Child Care         ( Rent Asst-Sec. 8, Pub. Housing          
  ( Medicare    ( MN Care for Child       ( VA Medical Srvs                                                                                                                                                                                         

  ( SCHIP        ( WIC Nutrition Supp.   ( Food Stamp
Applicant: Read and Sign

I certify that this is an emergency and I/we have no other options available.  The information given is true and correct. 
I authorize the release of information regarding this and other services I/we are currently receiving from governmental assistance programs.








 



        
(Signature of applicant at issuance)
MAIL TO: 6120 Earle Brown Drive Suite 230 Brooklyn Center, MN 55430 (763) 503-2520 Fax (763) 503-2510        
Funds Used:


( FHPAP Family


( FHPAP Adult





Voucher # � MERGEFIELD Voucher_Number �«Voucher_Number»�








Prevention (see key #8) _____________________


Notes:








1               Prevention Code *








* a: Prevention-stabilize in home.


   b: Prevention-Re-house immediately.





For office use only:


(Alpha  (Access  (HMIS








Revised 11/2008


