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BHCS EveryOne Home Fund
Loan Application – CHILD MH

Instructions:  Please complete the entire form to request a housing assistance fund loan.  The form should be completed jointly by the service provider and the applicant and/or their parent/guardian.  Questions throughout the application refer to the applicant unless otherwise specified.  Fax or e-mail completed forms to the Housing Services Office.  Call (510) 777-2112 before faxing - Fax: (510) 567-8147 or e-mail: aalbury@acbhcs.org Note:  Please make sure your e-mails and faxes are secure!!
Date Application Completed:      
Name of Applicant (Child enrolled in services):      
Name of Parent/Guardian Responsible for Application:       
Applicant BHCS Mental Health Client ID #:       
Applicant BHCS AOD Client ID # (if known):      
Applicant Date of Birth:      


Sex:  FORMCHECKBOX 
 Male 
 FORMCHECKBOX 
 Female
Applicant’s Current Address (if applicable):      
Applicant’s Phone Number (if applicable):      
Applicant’s E-mail Address (if applicable):      
Name of Referring Service Provider/Case Manager:      
Name of Referring Service Team or Program:      


Team/ Program RU #:      
Service Provider Phone Number:      
Service Provider E-mail Address:      
Current Monthly Income of Applicant’s Household: $     
Source(s) of Current Household Income (Check all that apply):  
 FORMCHECKBOX 
  SSI/SSP
 FORMCHECKBOX 
  SSDI
 FORMCHECKBOX 
 GA
 FORMCHECKBOX 
 Food Stamps 
 FORMCHECKBOX 
 Veteran’s Benefits  
 FORMCHECKBOX 
 CalWorks/TANF 

 FORMCHECKBOX 
 Retirement/Social Security
 FORMCHECKBOX 
 State Disability Insurance (SDI) 
 FORMCHECKBOX 
Employment


 FORMCHECKBOX 
 Other (specify):      
Does the applicant or their parent/guardian have a payee that manages their money?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
If yes, is the applicant enrolled in the BHCS Sub-Payee Program?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Anticipated Ongoing Monthly Expenses:

	Expense Category
	Expected Monthly Expense

	Housing (Rent)
	$

	Utilities
	$

	Food
	$

	Transportation
	$

	Medical
	$

	Other (Specify): 
	$

	Other (Specify):
	$


Funds to be Used for (Check all that apply): 
 FORMCHECKBOX 
 Unpaid, late rent to prevent eviction.  # of months =      
Amount = $     
 FORMCHECKBOX 
 Move-in Expense – first month’s rent
Amount = $     
 FORMCHECKBOX 
 Move-in Expense – last month’s rent
Amount = $     
 FORMCHECKBOX 
 Move-in Expense – security deposit
Amount = $     
 FORMCHECKBOX 
 Moving or relocation expenses

Amount = $     
 FORMCHECKBOX 
 Unpaid utility bills



Amount = $     
 FORMCHECKBOX 
 Short-term (<3 months) housing while waiting for long-term housing [imminent homelessness]








# of months =      
Amount = $     
Comments/explain planned use of funds:      
Total Funds Requested: $     
Check payable to:         

 FORMCHECKBOX 
 Hold check for pickup by service provider OR 

 FORMCHECKBOX 
 Mail check to the following address:      
Current Living Situation of Child/Family at Time of Application (Check One):
	
	Foster family home (for children)
	
	Small Board & Care  home (6 beds or less)
	
	Mental Health Rehabilitation Center

	
	Single room (motel, rooming house)
	
	Large Board & Care  home (7 beds or more)
	
	PHF/Inpatient Psych

	
	Group quarters (dorm, migrant barracks)
	
	Residential Treatment Center
	
	Drug Abuse Facility

	
	Group home
	
	Community Treatment Facility
	
	Alcohol Abuse Facility

	
	CRTs long-term or transitional housing
	
	Adult Residential / Social Rehabilitation
	
	Justice Related

	
	Satellite housing
	
	State Hospital
	
	Temporary Arrangement

	
	House or Apartment
	
	VA Hospital
	
	Homeless, no identifiable county residence

	
	House or Apt. w/support
	
	SNF/ICF/IMD, for Psychiatric reasons
	
	Homeless, in transit

	
	House or Apt. w/supervision
	
	SNF/ICF/Nursing home for physical health reasons
	
	Other:  

	
	Supported housing
	
	General hospital
	
	


Applicant Eligible for Fund Because (Check One):

 FORMCHECKBOX 
 Currently homeless – streets, shelter, motel, living situation without tenant rights

 FORMCHECKBOX 
 At-risk of homelessness – institutional discharge with no identifiable place to reside

 FORMCHECKBOX 
 At-risk of homelessness – temporary placement in a Residential Care Facility following institutional discharge

 FORMCHECKBOX 
 At-risk of homelessness – unable to pay for current housing

Please provide detail about current living situation and why the applicant needs assistance:      
Planned future living situation after receiving assistance (Check One):

	
	Foster family home (for children)
	
	Small Board & Care  home (6 beds or less)
	
	Mental Health Rehabilitation Center

	
	Single room (motel, rooming house)
	
	Large Board & Care  home (7 beds or more)
	
	PHF/Inpatient Psych

	
	Group quarters (dorm, migrant barracks)
	
	Residential Treatment Center
	
	Drug Abuse Facility

	
	Group home
	
	Community Treatment Facility
	
	Alcohol Abuse Facility

	
	CRTs long-term or transitional housing
	
	Adult Residential / Social Rehabilitation
	
	Justice Related

	
	Satellite housing
	
	State Hospital
	
	Temporary Arrangement

	
	House or Apartment
	
	VA Hospital
	
	Homeless, no identifiable county residence

	
	House or Apt. w/support
	
	SNF/ICF/IMD, for Psychiatric reasons
	
	Homeless, in transit

	
	House or Apt. w/supervision
	
	SNF/ICF/Nursing home for physical health reasons
	
	Other:  

	
	Supported housing
	
	General hospital
	
	


Explain how loan funds will help the applicant obtain the future living situation:      
Please explain how these funds fit into the applicant’s service plan:      
Please describe how the applicant plans to repay this loan over time:      
Due to the confidential nature of client information, under the terms of Welfare Institutions Code 5328, this information shall be used by Authorized Staff ONLY.
Last Revised May 26, 2008

