	CSO-1098A (1-15)

FC-119-B (6-11)
	ARIZONA DEPARTMENT OF CHILD SAFETY
	


HOUSING ASSISTANCE REFERRAL
	CASE NAME
	 CASE NO.
	 DATE

	     
	     
	     

	Individual

	NAME (Individual responsible for lease or utility bill depending on identified need)
	 DATE OF BIRTH

	     
	      

	Enter the family’s monthly expenses for:

	Rent
	$      
	Utilities
	$      
	Food
	$      
	Transportation
	$      

	Other
	$                    
	Total Monthly Expenses
	$      

	

	Enter each adult’s MONTHLY income:

	Name

(All adult household members)
	Monthly Wages, Earnings and Pensions
	Cash Assistance and Social Security

	     
	$      
	$      

	     
	$      
	$      

	     
	$      
	$      

	     
	$      
	$      

	Total Monthly Income
	$      

	List the vendor(s) who will receive payment from Housing Assistance.  List the type of assistance (rent, deposit, utilities and/or arrears). The amount of monthly assistance and how many months assistance will be given. Total amount of housing may not exceed 1800.00 per 6 month period.

	VENDOR NAME
	 VENDOR TAX ID NO.

	     
	      

	VENDOR ADDRESS
	 DATE NEEDED

	     
	      

	ASSISTANCE TYPE
	 AMOUNT
	 NUMBER OF MONTHS
	 TOTAL

	     
	      
	      
	      

	VENDOR NAME
	 VENDOR TAX ID NO.

	     
	      

	VENDOR ADDRESS
	 DATE NEEDED

	     
	      

	ASSISTANCE TYPE
	 AMOUNT
	 NUMBER OF MONTHS
	 TOTAL

	     
	      
	      
	      

	VENDOR NAME
	 VENDOR TAX ID NO.

	     
	      

	VENDOR ADDRESS
	 DATE NEEDED

	     
	      

	ASSISTANCE TYPE
	 AMOUNT
	 NUMBER OF MONTHS
	 TOTAL

	     
	      
	      
	      

	Total Housing Assistance Requested
	      


Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact your local office; TTY/TDD Services: 7-1-1. • Free language assistance for Department services is available upon request. • Ayuda gratuita con traducciones relacionadas con los servicios del DES está disponible a solicitud del cliente.
	CSO-1098A (1-15) – REVERSE
FC-119-B (6-11)
	
	

	Children Involved:

	Child’s Name
	Date of Birth
	CHILDS ID No.

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	All items MUST be completed before submitting the Housing Assistance Referral.

	Enter Key Issues case note with the following information:


 FORMCHECKBOX 

A statement that the child(ren) is in an open DCS case and would be removed or unable to return to the care of their parents, guardians or caregivers without housing assistance; OR

	
 FORMCHECKBOX 

A statement that the child(ren) is in an open DCS case and would be unable to go to or remain in the home of an unlicensed relative or significant other for a permanent placement without housing assistance.

	
 FORMCHECKBOX 

A statement that the family and DCS have explored and utilized all other sources of housing assistance, identifying what services were sought and the results of the inquiries or applications;

	
 FORMCHECKBOX 

A specific time-oriented plan has been created with the family to maintain housing after the housing assistance has ended;

	
 FORMCHECKBOX 

Documentation of actions taken by the family to maintain economic self-sufficiency; and

	
 FORMCHECKBOX 

If this is a case where the child(ren) is not a ward of the court, a statement that a dependency petition would be filed without housing assistance and information as to the number of children who would be included in the petition.

	 FORMCHECKBOX 

Lack of housing identified as a need in the case plan.

	 FORMCHECKBOX 

A completed case plan that identifies behaviors and services to support adequate housing.

	 FORMCHECKBOX 

A copy of the vendor’s W-9 is attached.

	 FORMCHECKBOX 

Verify that this individual household has not received housing assistance exceeding $1,800 within the past 6 months.

	CHILD SAFETY SPECIALIST’S NAME
	 PHONE NO.

	     
	      

	CHILD SAFETY SPECIALIST’S SIGNATURE
	 DATE

	
	      

	DCS UNIT SUPERVISOR’S NAME
	 PHONE NO.

	     
	      

	DCS UNIT SUPERVISOR’S SIGNATURE
	 DATE

	
	      

	IF APPLICABLE, ASSISTANT PROGRAM MANAGER’S NAME
	 PHONE NO.

	     
	      

	ASSISTANT PROGRAM MANAGER’S SIGNATURE 
	 DATE

	
	      


Submit completed form along with W-9 to:
Regional Contracts Administrator

Retention: Original – Regional Contracts Administrator; Copy – Case Record
