Green Hills Community Action Agency

1506 Oklahoma Avenue ~ Trenton, MO 64683
Toll-free Phone: 1-855-290-8544

Toll-free Fax' {~{olg) 357~ 038
www.ghcaa.org ~ emall: contactys@ghcaa.org

COMMUNITY SERVICES
APPLICATION

When applying for Community Services fill all sheets out completely and sign where indicated.
if there is NO income of any kind in the household, the Zero Income Form wiil also need to be
completed.

Return this packet aiong with the following:
[T Proof of ALL income for the past 30 days
(current SS award fetter or bank statement showing current deposit, pay stubs, etc)
[1 Copy of Social Security cards for everyone in the home

[1 Copy of the bill you need assistance paving (if applicable)

Questions?
Call 855-290-8544
Fax {gip0 - 359-203%
ext. 1021 or ext. |{ )
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GHCAA COMMUNITY SERVICES APPLICATION

How would you describe your family's current housing situation?
(7 No Subsidy; Own or Rent

[1 Subsidized (HUD, Section 8, Low-income Housing)

{1 Living with friends or relatives

£1 At risk of homelessness (eviction notice/temporary)

[] Homeless

What is your family’s current household income and how would you rate your money management practice?
{1 Able to pay all bills and save '

L1 Sufficient income to pay bills without subsidies

[.] income meets most financial obligations (may include subsidies)

O Some income; budget includes subsidies

[ No income; na budget

How would you describe your family's current employment situation, including status, skill set, benefits, and how it
meets basic needs?

[1 Full-time employment above minimum wage

(1 Futl-time employment with minimum wage

O Part-time employment

U Unemployed with skill and/or previous work history

[ Unemployed with no skill and/or previous work history

How would you describe your family’s mode of transportation, including reliability, insurance, and licensing?
{1 Public or private transportation always available

LI Public or private transportation available most of the time

LT Public or private transportation available some of the time

[ Public or private transportation rarely available

[1 No transportation available

How would you describe your family’s current physical and oral heaith situation, including insurance and ability to
pay for medications?

O No physical health problems

['] Does not interfere with goals

[0 Occasionally interfere with employment or other goals

O Regularly interfere with goals

[ Prohibit goals

Are mental health and/or substance abuse issues present in the family, and if so, how are they being addressed?
L1 No mental health problems

{1 Does not interfere with goals

L] Occasionally interferes with goals

LI Regularly interferes with goals

[1 Prohibits goals



How would you describe your family's regular food, nutrition, and clothing situation?
(3 Able to afford food without food programs

{7 Able to afford some food without food programs

3 Unable to afford food without food program assistance; SNAP {food stamps), WIC ete,
1 Unabie ta afford food without food program assistance; food bank

C1 Unable to afford or obtain food

How would you describe your academie skill set and how it impacts empioyment or other goal attainment?
[J Master’s / Doctorate

[ 2 or 4 year degree or certification

[0 Some college tech training

[ High School/Hi Set (GED)

[ Did not graduate High School

ADDITIONAL INFORMATION / REFERRALS

I would like more information on the following CAPNCM pragrams:

! Offender Empowerment O Section 8/HUD Housing 1 CAPNCM Rentals
[3 Housing Development/Home Repair [J Missouri Work Assistance O Energy Assistance
[l Weatherization [] Health Services Clinics

Any issues or problems needing help with that are not listed above:




GHCAA COMMUNITY SERVICES APPLICATION

Household Comments: Individual Comments:

CLIENT CONFIDENTIALITY AGREEMENT / RELEASE OF INFORMATION

I certify that the information given on this application is true and accurate to the best of my knowledge and belief. |
understand that such information is subject to verification, and | further realize that falsified or fraudulent information
may result in the reJection of this application.

Under the terms of this Agreement, CLIENT agrees to release to CAPNCM information that is confidential and
proprietary to CLIENT {(Confidential Information), to be used solely for the Agency’s related statistics, services, and
programs. Confidential Information refers to any and all information of a confidential, proprietary, or secret nature
which is, or may be, related in any way to the family, medical records, job history, present or future, or CLIENT, or any
related-data. Confidential Information includes, for example, but not limited to spouses or other family members, ages,
salaries; financial standings, criminal records, medical records, and all other pertaining to the family information.
CAPNCM will consider all information received from CLIENT to be strictly confidential, as required by the Privacy Act, and
subject to the restrictions of this Agreement; except for information that is {i) generally known to the public, {ii} in the
possession of CAPNCM before receipt from CLIENT, (iii} obtained later by the Agency from a third party without
restriction or violation of Agreements.

CAPNCM will not disclose CLIENT's confidential information to any other party without the prior written consent of
CLIENT, CAPNCM may, however, disclose Confidential Information to jts employees and/or programs, but only if the
employee has a legitimate need to know, and has agreed to terms similar to those in this Agreement. The Community
Action Agency may also disclose this Confidential Information (i) to medical personnel in an emergency; (ii) to qualified
personnel for research, audits, or program evaluation, as long a CLIENT identities are not identified; (iif) to a third party
based on court orders; and {iv) to appropriate authorities in cases of suspected child abuse or neglect. CAPNCM will be
responsible for any use or disclosure of Confidential Information by any of its employees, or agents to thirg parties who
should not share this information.

This agreament may be amended only in writing and shall be governed by the laws of the State of Missouri.

Please sign befow to indicate that vou have read this Consent and agree with its terms.

Client Signature: X Date:

Interviewer Signature: Date:




MISSOURI COMMUNITY ACTION MANAGEMENT INFORMATION SYSTEM

Client Consent —~ Release of Information

The Missouri Community Action Management Information System (MIS) serves Missouri’s Community Action Agencies, a network of
partner agencies working together to provide service to low-income individuals and families in Missouri.

The information that Is collected in the (MIS) database is protected by limiting access to the database and by timiting with whom the
Information may be shared, in compliance with the standards set forth In the Health insurance Portability and Accountability Act
{HIPAA). Every person and agency that is authorized to read or enter information into the databases has signed an agreement to
maintain the security and confidentiality of the information. Any person or agency that is found to violate their agreement may have
thelr access rights terminated and may be subject to further penalifes.

BY SIGNING THIS FORM, | AUTHORIZE THE FOLLOWING:

1 authorize partner agencies and their representatives o share the following information regarding my family/household and me, |
understand this information is for the purpose of assessing our needs for employment, housing, utility assistance, food, counsefing
and/for other services.

The infarmation may consist of the following:

My financial situation, to include the amount of my income, and savings of money and/or food stamps Imay have.
This information may also include debts | owe for utilities, rent, etc.
Identifying and/or historical information regarding myself and members of my family/household.

| UNDERSTAND THAT:

Information | give concerning physical or mental health problems will not be shared with other partner agencies in any way
that identifies me.

‘The partner agencies have signed agreements to treat my Information in a professional and confidential manner, [ have the
right to view the client confidentiality policies used by the MIS.

Staff members of partner agencies who will see my information have sighed agreements to maintain confidentlality
regaraing my information.

1 have the right to reguest infarmation about who has accessed my information.

The partner agencies may share non-identifying Information about the people they serve with other parities working to end
poverty.

The release of my information for MIS does not guarantee that | will receive assistance, and my refusal to authorize the use
of my identifying information does not disqualify me from receiving assistance.

This authorization will remain In effect unless | revoke it in writing, and | may revoke authorization at any time by signing a
written statement available af any partner agency.

If | revoke my authorization all identifying Information already in the database will remain, but will no longer be shared with
partner agencies.

Pariner Agengcles: A list of the partner agencies within the Statewide Community Action Network may be viewed prior to signing this form.

Client Name {please print) Client Signature Date

Social Security Number

Agency Personnel Name {please print) Agency Parsonnel Signature Date

6/6/05



Community Services
Landiord/Renter Documentation Request

Section | (To be completed by renter)

Applicant Name : County

Address (Street Name/Number, City, State, Zip)

The above named individual has apptied for emergency assistance with our Community Services
Department. In order to determine eligibility, the below information is required.

Landlord's Name Phone Number

Address Federal Tax 1D or Social Security #

Section It {To be completed by landlord}

Is this individual currently living at the address listed above? [Yes [[INo

Do you live in a separate household from your tenant? [IYes [INo

Do you receive a Section 8 / other rental subsidy on behalf of the above tenant? "JYes [iNo

Are utilities normally included in this tenant's rental payment? ClYes TiNo

Does this tenant normally pay for their utilities in a separate payment from their rent? CYes TINo

What is the tenant's monthly rent amount? S

What the total rent currently due from this tenant, including back rent? $

Section lil (To be completed by landlord)

| UNDERSTAND THAT THE INFORMATION ! HAVE PROVIDED CONCERNING THE ABOVE NAMED APPLICANT
WILL BE UTILIZED BY COMMUNITY ACTION PARTNERSHIP OF NORTH CENTRAL MISSOUR! (CAPNCM) TO
ESTABLISH HIS/HER ELIGIBILITY FOR BENEFITS UNDER THE EMERGENCY SERVICES PROGRAM.
| FURTHER ATTEST TO THE FACT THAT THE INFORMATION § HAVE PROVIDED CONCERNING THE ABOVE
NAME APPLICANT i5 TRUE, ACCURATE, AND COMPLETE, AND THAT | MAY BE FINED, IMPRISONED, OR
BOTH UNDER FEDERAL OR STATE LAWS FOR FALSE STATEMENTS | HAVE MADE TO ENABLE THE ABGVE
NAMED APPLICANT TO RECEIVE BENEFITS TO WHICH HE/SHE IS NOT LEGALLY ENTITLED.

Signature of Landlord Date




CSBG Zero Income Determination

Name: Date:

Please help us to understand how you have been managing with little to no income by
answering the following:

1) When did you last receive money? Who was it from and how much was it?

2) Do you have savings or other resources?|_]Yes [_JNo
if yes, where are these resources located and what is their approximate value?

3} Do you receive money from relatives or friends? [_JYes [ No
If yes, how often is this received, how much is received, and from whom?

4) Do you work odd jobs? [ ves l___—l__ No
If yes, what is the job, how much are you paid, and when were you last paid?

5) How have the rent/house payments & utilities (gas, electric, water, etc.) been paid for the last three
months?

6) Have you applied for food stamps? l:l_ Yes [ INo
If no, why not?

7) How do you pay for food and transportation expenses?

i/We certify this information is correct to the best of my/our knowledge.

Client Signature Spouse/Other Adult

Staff Signature



Green Hills Community Action Agency
1506 Oklahoma Avenue, Trenton, MO 64683
Phone 855-290-8544 | Fax 844-503-1877

Extensions 1021 & 1023
Date: County: Number in Household:
Head of Household Date of Birth Address
Person Making Application Date of Birth City, State, Zip
Name(s) of Additional Family Members
' X12=
Telephone Number Soutce of Income Monthly Amount Annual Amount

Briefly Explain the Emergency:

I certify that the above information Is true and complete and [ release from liabll ity any representative of Com munity
Action Partnership of North Central Missouri in securing verification and information pertaining to this request. | verify
that I have not obtained other assistance for this emergency unless | have specified this.

Client Signature Date Staff Signature

*************************************************************:k**********************************

OFFICE USE ONLY

Amount Needed $

Vendor Name and Address

Second Amount Needed if Applicable: §

Vendor #2 Name and Address

Date Paid To Whorn: : Amount 5 Check #
Date Paid ___ To Whom: Amount § Check #

Funding Source Used:
Funding Source Used:

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER / SERVICES PROVIDED ON A NON-DISCRIMINATORY BASIS



