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PASADENA HOMELESS PREVENTION PROGRAM 

INTAKE FORM
Legal Name (Head of Household): ____________________________________________________________ 

                                                                                                             
Last

           

      First


Middle       

Spouse-if applicable: ______________________________________________________________________






Last

           

      First


Middle       
Names of other people living in household:

____________________________________
________________________
_________________



       Full Name




         Relationship



     Age

____________________________________
________________________
_________________



       Full Name




         Relationship



     Age

____________________________________
________________________
_________________



       Full Name




         Relationship



     Age

____________________________________
________________________
_________________



       Full Name




         Relationship



     Age

____________________________________
________________________
_________________



       Full Name




         Relationship



     Age

____________________________________
________________________
_________________



       Full Name




         Relationship



     Age

____________________________________
________________________
_________________



       Full Name




         Relationship



     Age

____________________________________
________________________
_________________



       Full Name




         Relationship



     Age

Has anyone else living in this household received assistance from this program?
              FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Current Address:  _____________________________________Pasadena___________CA_______________



     No.
 
Street


Apt. #

City


State

Zip Code

Verification of Address
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Rent Amount
       FORMCHECKBOX 
 Rent
$_____________ (monthly rent)

 FORMCHECKBOX 
 Verification



       FORMCHECKBOX 
 Own
$_____________ (monthly mortgage)
 FORMCHECKBOX 
 Verification



       FORMCHECKBOX 
 Shared housing (Living with family or friends)
Home Telephone No: _______________________
Work/Cell Telephone No: ______________________

Ethnicity: _______________ Gender: __________
   SSN #: ________________  DOB: _________________

Marital Status:     FORMCHECKBOX 
 Single
 FORMCHECKBOX 
 Married
 FORMCHECKBOX 
 Separated
 FORMCHECKBOX 
 Divorced
 FORMCHECKBOX 
 Widowed
 FORMCHECKBOX 
 Other__________

Number of Children/dependants living with you:     FORMCHECKBOX 
 None   FORMCHECKBOX 
 1   FORMCHECKBOX 
 2   FORMCHECKBOX 
 3   FORMCHECKBOX 
 4   FORMCHECKBOX 
 5   FORMCHECKBOX 
 6  FORMCHECKBOX 
 7+

Are you ______ Pregnant?
______ Disabled?  ______ Frail?   Please explain nature of checked conditions 

______________________________________________________________________________________      
Veteran Status:
 FORMCHECKBOX 
 Never in the Service
 FORMCHECKBOX 
 Currently in the Service
 FORMCHECKBOX 
 Veteran 

Veteran Benefit Status:   FORMCHECKBOX 
 Currently receiving     FORMCHECKBOX 
 Currently not receiving    FORMCHECKBOX 
 Never received
Income 

Employment Status

Are you employed?




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No 

Ask if person is unemployed

Are you physically/emotionally able to work?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Have you been looking for work?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Are you involved in a job training program?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Does any one else in your household work?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Person 1:
 FORMCHECKBOX 
 Part

 FORMCHECKBOX 
 Full

Person 2:
 FORMCHECKBOX 
 Part

 FORMCHECKBOX 
 Full

Person 3:
 FORMCHECKBOX 
 Part

 FORMCHECKBOX 
 Full

FOODSTAMPS__________________________________________________ FORMCHECKBOX 
Verification $_____________
	Income received by ALL family members: (All sources of income includes earnings from full-time, part-time, seasonal jobs, welfare payments, General Relief, SSI/SSA, pensions, child support, alimony, unemployment, foster care payments, adoption payments, any income received on behalf of children, etc.)

    Type of                  Name of Person             Name of                       Contact Number                   Gross

   Income                Receiving Income        Agency/Company         of Company/Agency             Monthly Income
Work - Is it part time or full time? 
 FORMCHECKBOX 
 Part
  FORMCHECKBOX 
Full ________________________________________________________________$_____________

 FORMCHECKBOX 
 Part
  FORMCHECKBOX 
Full ________________________________________________________________$_____________

 FORMCHECKBOX 
 Part
  FORMCHECKBOX 
Full ________________________________________________________________$_____________

Public Assistance

TANF_________________________________________________________ FORMCHECKBOX 
Verification $_____________

SOC SECURITY_________________________________________________ FORMCHECKBOX 
Verification $_____________

GR____________________________________________________________ FORMCHECKBOX 
Verification $_____________

DISAB/WORK COMP_____________________________________________ FORMCHECKBOX 
Verification $_____________

CHILD SUPPORT________________________________________________ FORMCHECKBOX 
Verification $_____________

UNEMPLOYMENT________________________________________​_______ FORMCHECKBOX 
Verification $_____________

HOUSEHOLD MONTHLY INCOME (WAGES AND PUBLIC ASSISTANCE)            TOTAL:  $_____________


Comments: ________________________________________________________________________________________

_______________________________________________________________________________Income
Housing Status & Costs: 

Are you able to pay your rent/mortgage on time most months?


 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No

Are you in danger of eviction due to late or missing payments?


 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No
Are you currently enrolled in a rental assistance program?



 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No


If yes, what program: _________________________________________________________________

Are you currently enrolled in the Section 8 program?



 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No

Is your current housing classified as “affordable housing”?



 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No


How long have you lived at your current location? ___________

How many times have you moved in the last ten years? _________   

Why did you move from your last residence? ______________________________________________

Homeless Status:  Have you ever been homeless? 
 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No
If so, when and for how long? ________________________________________________________________________________________

________________________________________________________________________________________
Comments: ______________________________________________________________________________________

______________________________________________________________________________________

Utilities

Does your household have these basic utilities: 
phone  FORMCHECKBOX 
  
gas  FORMCHECKBOX 
 
water  FORMCHECKBOX 

 electricity  FORMCHECKBOX 



Have you been able to pay your utility bills on time?




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Are you currently enrolled in any utility assistance programs?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Comments: 

Percentage of total income spent on housing 
_________%      Housing
Needs Assessment
In your opinion, what are top 3 problems that are threatening your current housing situation and/or have put you in the position of needing help with your rent?

1.

2.

3.

Comments: ______________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Credit Debt

Do you owe money from beyond the past month on your credit cards?

 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No

If yes

Approximately how much money do you owe?  FORMCHECKBOX 
100 or less  FORMCHECKBOX 
101-500  FORMCHECKBOX 
501-1000  FORMCHECKBOX 
1001-5000  FORMCHECKBOX 
 5000+

How many cards do you have debt on?  FORMCHECKBOX 
 1   FORMCHECKBOX 
 2  FORMCHECKBOX 
 3  FORMCHECKBOX 
 4  

Comments: _______________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________
Home Repair

Is your home in need of significant repair/maintenance?  



 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No


What is in need of repair? _____________________________________________________________

If you rent, has your landlord been negligent on requested maintenance?

 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No

Comments: _______________________________________________________________________________

________________________________________________________________________________________

Transportation

Does your household own a car?






 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No

If Yes,

Is the car in need of maintenance/repair?

 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No

What is in need of repair? ​​​​​​​​​​​​___________________________________________________________________

How many people in your household use the car on a regular basis? 
 FORMCHECKBOX 
 1   FORMCHECKBOX 
 2  FORMCHECKBOX 
 3  FORMCHECKBOX 
 4  
Does lack of transportation prevent you from performing necessary daily tasks?
 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No

Is the cost of public transportation a barrier to using it?



 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No

Comments: _______________________________________________________________________________

________________________________________________________________________________________
Food

Is everyone in your household able to eat three complete meals a day?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Comments: _______________________________________________________________________________

________________________________________________________________________________________
Clothing

Is everyone in your household adequately clothed?




 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No

Are you able to afford the clothes your family needs?



 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No

Comments: _______________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________
Health Care

Is everyone in your family covered by health insurance?

                         FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
At this time, has anyone in your family not been able to 

receive the health care they need?






 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


If not, why not? _____________________________________________________________________

At this time, is everyone in your family able to obtain 

all of the medications prescribed for them?





  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Does anyone in your household have a chronic health problem for 

which they have not been able to receive adequate care?



  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

At this time, does anyone in your household have a dental 

problem for which they are not able to receive adequate care?

              FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Do your or anyone in your household have a chronic physical disability?

  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Comments: _______________________________________________________________________________

________________________________________________________________________________________

Mental Health Care

Do you frequently feel overwhelmed, sad, or angry?




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Does your life often feel out of control?





 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Do you have friends or family with whom you feel comfortable 

discussing the difficult parts of your life with?




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Including yourself, is there anyone in your family who 

you feel could benefit from seeing a therapist?




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Comments: _______________________________________________________________________________

________________________________________________________________________________________

Expenditures Worksheet (calculate approximate monthly expenditures for each category)








SOURCE OF PAYMENT


Rent: 


$___________
_______________________________________________

Credit Card Debt: 
$___________
_______________________________________________


Food: 


$___________
_______________________________________________

Household Supplies: 
$___________
_______________________________________________



Utility Bills: 

$ __________

_______________________________________________


GAS: $__________
___________________________________

 ELECTRIC: $ __________
___________________________________

      WATER: $__________    ___________________________________

    TRASH:    $__________    ___________________________________

Phone:


$___________ 
_______________________________________________


Personal/Hygiene:
$___________ 
_______________________________________________



Transportation: 
$___________
_______________________________________________

Entertainment: 
$___________
_______________________________________________



Health Care: 

$___________
_______________________________________________

Clothing: 

$___________
_______________________________________________

Other: ________________________
_______________________________________________



__________________________________________________________________________________

Do you (or someone else) make a budget for your household expenses? 

 FORMCHECKBOX 
 Yes
            FORMCHECKBOX 
 No

Comments: ________________________________________________________________________________________

Service Referral: (Check all that apply)


 FORMCHECKBOX 
  Clothing Certificates

 FORMCHECKBOX 
 Money Management


 FORMCHECKBOX 
  Health Care


 FORMCHECKBOX 
 Utility Assistance


 FORMCHECKBOX 
  Legal Services


 FORMCHECKBOX 
 Food Certificates


 FORMCHECKBOX 
  Public Transportation Asst.           FORMCHECKBOX 
  Landlord-Tenant Mediation


 FORMCHECKBOX 
  Car Repair 


 FORMCHECKBOX 
 Home Repair


 FORMCHECKBOX 
  Credit Repair


 FORMCHECKBOX 
  Short-term Rental Assistance


 FORMCHECKBOX 
  Public Assistance


 FORMCHECKBOX 
 Job Training


 FORMCHECKBOX 
  Mental Health Care

 FORMCHECKBOX 
  Other________________________________
                         Release of Information

I, ________________________ hereby give permission to the Pasadena Homeless Prevention Program (PHPP) to share any of the above information with their partnering agencies in order that PHPP might handle my case in the most efficient manner possible. PHPP will not share the above information with any persons or agency which are not part of PHPP unless it is mandated to do so by law. In addition, I am willing to be contacted at home by staff from PHPP for the purposes of case management and program evaluation.  

Signature: __________________________________________

Date: ______________________________________________ 
In signing this form I also understand the following:

1. Rental Assistance is not guaranteed even when a person appears to be eligible during the first client screening. 

2. All information will need to be verified with appropriate documentation before any rental assistance is given.

3. The information that the client (person applying) provides is truthful, complete and accurate.

 ___________________________________________         _____________________

 Client Signature







Date

___________________________________________         _____________________

Intake worker








Date

PHPP Visit:


1 □ 2 □ 3 □ 4 □ 5 □ 6 □ 7 □ 8 □ 9 □ 10 □





�
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