ICA Missouri – HHS RHY Project Start (2017A-SO) 	Head of Household
Form designed for use by RHY-funded Street Outreach.

Staff: _________________          Date: _____/_____/________    	Name of Head of Household: ________________________________________      

Client Record
Name (first, middle, last, suffix)	________________________________________________________________________________________
          Name data quality	□ full name reported		□ partial, street name, or code name reported
	□ client doesn’t know		□ client refused

SSN	____________-_________-___________         	□ full SSN reported          	□ approximate or partial SSN reported	
		□ client doesn’t know	□ client refused 

U.S. Veteran	□ no        □ yes          □ client doesn’t know          □ client refused

Optional: Client Profile Additional Information: answer this section for head of household only

Contact information	_______________________________________________________________________________________________

Emergency contact		_______________________________________________________________________________________________

Client demographics
Date of birth	_________/________/________________         	□ full DOB reported          	□ approximate or partial DOB reported	
		□ client doesn’t know	□ client refused	 

Gender	□ female	□ trans. male	□ gender non-conforming	□ client refused
□ male	□ trans. female	□ client doesn’t know	

Race(s)	□ American Indian/Alaska Native	□ Asian	□ Black/African-American	□ Native Hawaiian/Pacific Islander
□ White/Caucasian	□ client doesn’t know	□ client refused	

Ethnicity	□ Hispanic/Latino          □ non-Hispanic/non-Latino          □ client doesn’t know          □ client refused

Relationship to Head of Household 		□ self (head of household)          	□ head of household’s other relation member          
					□ head of household’s child 		□ head of household’s spouse or partner	
					□ other: non-relation member

Client location as of assessment/review date
Client Location (CoC) 	□ MO-500 St. Louis County					□ MO-501 St. Louis City          
			□ MO-600 Springfield/Greene, Christian, Webster Counties		□ MO-602 Joplin/Jasper, Newton Counties
			□ MO-606 Missouri Balance of State

Client Location (County) 	____________________________________________________________



Last permanent address
Zip code of last permanent address: _____________________
	Zip data quality		□ full or partial zip code reported          □ client doesn’t know          □ client refused

Disabilities
Disabling condition		□ no          □ yes          □ client doesn’t know          □ client refused

Health insurance information
Health insurance		□ no 	□ yes	□ client doesn’t know 	□ client refused
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Medicaid (MO HealthNet)	□ no	□ yes
Medicare	□ no	□ yes
State Children’s Health Insurance Program	□ no	□ yes
VA medical services	□ no	□ yes
Indian Health Services Program	□ no	□ yes
Employer-provided health insurance	□ no	□ yes
COBRA-provided health insurance	□ no	□ yes
State health insurance for adults	□ no	□ yes
Private pay health insurance	□ no	□ yes
Other: _______________________	□ no	□ yes

Income and benefits
Income from any source	□ no          □ yes         □ client doesn’t know          □ client refused
Alimony or other spousal support	□ no	□ yes (amount:) ________________
Child support	□ no	□ yes (amount:) ________________
Earned income	□ no	□ yes (amount:) ________________
General Assistance	□ no	□ yes (amount:) ________________
Other (specify): _________________	□ no	□ yes (amount:) ________________
Pension/retirement income from former job	□ no	□ yes (amount:) ________________
Private disability insurance	□ no	□ yes (amount:) ________________
Retirement from Social Security	□ no	□ yes (amount:) ________________
SSDI (Social Security Disability Ins)	□ no	□ yes (amount:) ________________
SSI (Supplemental Security Ins)	□ no	□ yes (amount:) ________________
Temporary Assistance (TA/TANF)	□ no	□ yes (amount:) ________________
Unemployment insurance	□ no	□ yes (amount:) ________________
VA service-connected disability comp	□ no	□ yes (amount:) ________________
VA non-service-connected disability	□ no	□ yes (amount:) ________________
Workers’ compensation	□ no	□ yes (amount:) ________________
Total monthly income	$____________

Non-cash benefit from any source	□ no          □ yes         □ client doesn’t know          □ client refused
SNAP (food stamps)	□ no	□ yes 
WIC	□ no	□ yes
TANF child care services	□ no	□ yes
TANF transportation services	□ no	□ yes
Other TANF funded services	□ no	□ yes
Other: ________________	□ no	□ yes

Chronic homelessness determination

Residence prior to project entry
Homeless Situation
· 
· Place not meant for habitation
· Emergency shelter, incl. hotel/motel paid for with ES voucher
· Safe haven
· Interim housing

Institutional Situation
· 
· Foster care home or foster care group home
· Hospital or other residential non-psychiatric medical facility
· Jail, prison or juvenile detention facility
· Long-term care facility or nursing home
· Psychiatric hospital or other psychiatric facility
· Substance abuse treatment facility or detox center

Transitional and Permanent Housing Situation
· 
· Hotel or motel paid for without emergency shelter voucher
· Owned by client, no ongoing housing subsidy
· Owned by client, with ongoing housing subsidy
· Permanent housing (other than RRH) for formerly homeless persons 
· Rental by client, no ongoing housing subsidy
· Rental by client, with VASH housing subsidy
· Rental by client, with GPD TIP housing subsidy
· Rental by client, with other housing subsidy (including RRH)
· Residential project or halfway house with no homeless criteria
· Staying or living in a family member’s room, apartment or house
· Staying or living in a friend’s room, apartment or house
· Transitional housing for homeless persons (incl. homeless youth)
· Client doesn’t know
· Client refused


Length of stay in place selected above
	□   One night or less	□   90 days or more, but less than a year 
	□   Two to six nights 	□   One year or longer 
	□   One week or more, but less than one month	□   Client doesn’t know
	□   One month or more, but less than 90 days	□   Client refused

Approximate date homelessness started			________/________/____________

Regardless of where they stayed last night -			□ never in the 3 years		□ one time
Number of times on streets, in ES, or SH in the			□ two times			□ three times
past three (3) years including today				□ four or more times 		□ client doesn’t know
							□ client refused			

Total number of months homeless on the street, 		□ one month (this is the first)		□ 2 to 12 months: ______ 
in ES or SH in the past three (3) years, including today		□ more than 12 months		□ client doesn’t know
□ client refused			
[bookmark: _GoBack]

Sexual Orientation
Sexual Orientation	□ heterosexual	□ gay	□ lesbian	□ bisexual	
	□ questioning/unsure	□ client doesn’t know	□ client refused

Health
Pregnant?	□ yes        □ no          □ client doesn’t know          □ client refused
	If yes, projected birth date: ______/______/____________

Street outreach, night-by-night emergency shelter, and safe haven projects only

Outreach Date of Contact	_________/________/________________         	
	Client staying on streets, emergency shelter or safe haven? 	□ no          □ yes          □ worker unable to determine	

Date of engagement	_________/________/________________ (leave blank if client is not engaged with project)

Disability details
	Key:          DK=client doesn’t know          R=client refused

	Disability Type
	Disability determination
(does client have disability?)
	IF YES:
	Long-term/indefinite duration and impairs ability to live independently?

	Alcohol abuse
	Yes      No     DK      R
	
	Yes      No     DK      R

	Drug Abuse
	Yes      No     DK      R
	
	Yes      No     DK      R

	Both alcohol and drug abuse
	Yes      No     DK      R
	
	Yes      No     DK      R

	Chronic health condition
	Yes      No     DK      R
	
	Yes      No     DK      R

	Developmental disability
	Yes      No     DK      R
	
	Yes      No     DK      R

	HIV/AIDS
	Yes      No     DK      R
	
	Yes      No     DK      R

	Mental health problem
	Yes      No     DK      R
	
	Yes      No     DK      R

	Physical disability
	Yes      No     DK      R
	
	Yes      No     DK      R



History of domestic violence
Domestic violence victim/survivor?		□ no          □ yes         □ client doesn’t know          □ client refused

	If yes, when experience occurred	□ within the past three months	□ three to six months ago
					□ from six to twelve months ago	□ more than a year ago
					□ client doesn’t know		□ client refused

	If yes, currently fleeing?		□ no          □ yes         □ client doesn’t know          □ client refused

