
MOVING UP INITIATIVE
 HCV Program
Oakland County
PRE-APPLICATION REFERRAL FORM
Head of Household Information:
Please fill out each field completely. Every field is required.


HMIS# _____________________
1. Do you Live or Work in Oakland County?     FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
2. Full Name (First Name, Middle Initial, Last Name):​​​​​​​​​​​​_____________________________________​_______
3. Gender:  FORMCHECKBOX 
  Male     FORMCHECKBOX 
  Female 

4.  Veteran - you or spouse:  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No 
5. Social Security Number: ______-______-_________
6. Birth Date (MM/DD/YYYY):____/____/______  
7. Citizenship: (please select one)
 FORMCHECKBOX 
 Citizen    FORMCHECKBOX 
 Not U.S. Citizen   FORMCHECKBOX 
 Ineligible Non-Citizen 
 FORMCHECKBOX 
  Pending Verification        
    FORMCHECKBOX 
  Unknown/Unverified 
8. Race (please select one):
 
 FORMCHECKBOX 
 White    FORMCHECKBOX 
 Black/African American    FORMCHECKBOX 
 American Indian/Alaskan Native  
 FORMCHECKBOX 
 Asia Native/Hawaiian or Other Pacific Islander                         
9. Ethnicity (please select one):
 FORMCHECKBOX 
 Hispanic or Hispanic Origin   FORMCHECKBOX 
 Not Hispanic or Hispanic Origin
10. Mailing Address: ______________________________________       __________________

         Street Address




           Apartment Number


           ___________________   _________________  __________________


           City

         Michigan                     Zip Code



11. Phone (include area code): (______) _____________-_______________

12.  E-mail address (if you have one): _______________________________________________
13. Are you disabled?

  FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
Other Household Members:
Please fill out each row completely for every member of the household (other than the Head of Household). Do not add Head of Household in this section

14.  Family Members (those that will be living with you)



	First Name
	Last Name
	SSN
	Relationship to Applicant
	Birthdate
	Gender

(M/F)
	Citizenship

(citizen, not U.S citizen, Ineligible non citizen, pending verification, unknown verification)
	Disability

(Y/N)

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Additional Required Questions:
Please fill out these last questions

15. Are you or any member(s) of your family a person with a disability that needs an accessible unit?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
16. Do you need assistance in completing future paperwork?    FORMCHECKBOX 
  Yes              FORMCHECKBOX 
 No
       If yes, send all future notices or information to:






            ____________________________________________






            Name of assisting person to receive paperwork

       Mailing address of assisting person:
            ____________________________     _____________

                                                                                    Street Address


 Apartment #






            ____________________     ______    _____________






            City


State
Zip Code

      Phone Number of assisting person:                      (        ) __________-_____________

      Email Address of the assisting person (if available): ___________________________________________

      Relationship to Application:  ___________________________________________________________

Income Information for the Family:
17. What is the total family gross income (before taxes or deductions) per year?  ___________________________

       Please include all income of each family member and head of household.
Permanent Supportive Housing Graduate:
The Moving Up Initiative HCV Program requires that a Pre-Applicant has been identified as a graduate from the permanent support housing program in order to qualify for a Pre-Application Referral.

I  ___________________________________________ certify that the above identified pre-applicant has
                                                  Agency Representative

 been in service with our agency from _______________________ to ____________________________.  






      Date




             Date






______________________________________________________






Print Name of Agency Representative







______________________________________________________







Signature of Agency Representative
Housing Resource Center – Community Housing Network 2013-14

