Client Control Number:
HOUSING CHOICE VOUCHER PROGRAM (HCVP)

8120 Kinsman Road T-2156-431-1471
CMHA Cleveland, OH 44104 F-216-432-3970

—m
CUYAHOGA METROPOUTAN HOUSING AUTHORITY

Participant Recertification Assessment

Part | — Household Composition

Head of Household Information:

Last Name First Name Middle Initial Spouse Last Name First Name Middle Initial
Social Security Number Date of Birth Sex (M/F) Social Security Number Date of Birth Sex (M/F)
Place of Birth Disabled (Yes or No) Place of Birth Disabled (Yes or No)

Marital Status: (1 Single [ Married [ Divorced O Legally Separated

Address (including apt. number if applicable) City State Zip
How long have you resided at the above address? Owner/Landlord Name and Phone Number:
Phone Number Alternate Phone Number

Name and Phone Number of someone who can contact you

Has anyone moved into your household within the last 12 months? Y N Who:

Has anyone moved out of your household within the last 12 months? Y N Who:

Do you expect anyone to move into your household over the next 12 months? Y N Who:

Do you expect anyone to move out of your household over the next 12 months? Y N Who:

Has anyone in your household ever been terminated from the CMHA Housing Choice Voucher program? Y N

Who:

Do you or any household member require any reasonable accommodation
to fully utilize the program? Yes No
If yes, please describe accommodation needed and attach documentation
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List All Household Member Information:

Attach documentation of custody for minor children, if applicable

1

Last Name First Name Middle Initial Social Security Number

Date of Birth  Sex (M/F) Disabled (Yes or No)

Relationship to Head
of Household

Place of Birth

White

Black/African American

American Indian/Alaska Native

Asian

Native Hawaiian/Other Pacific Islander
Hispanic or Latino

Not Hispanic or Latino

2

Full Time Student (Yes or No)

Name and Address of School:

Last Name First Name Middle Initial Social Security Number

Date of Birth  Sex (M/F) Disabled (Yes or No)

Relationship to Head
of Household

Place of Birth

White

Black/African American

American Indian/Alaska Native

Asian

Native Hawaiian/Other Pacific Islander
Hispanic or Latino

Not Hispanic or Latino

Full Time Student (Yes or No)

Name and Address of School:

Last Name First Name Middle Initial Social Security Number

Date of Birth  Sex (M/F) Disabled (Yes or No)

Relationship to Head
of Household

Place of Birth

White

Black/African American

American Indian/Alaska Native

Asian

Native Hawaiian/Other Pacific Islander
Hispanic or Latino

Not Hispanic or Latino
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Full Time Student (Yes or No)

Name and Address of School:




List All Household Member Information:

Attach documentation of custody for minor children, if applicable

4

Last Name First Name Middle Initial Social Security Number

Date of Birth  Sex (M/F) Disabled (Yes or No)

Relationship to Head
of Household

Place of Birth

White

Black/African American

American Indian/Alaska Native

Asian

Native Hawaiian/Other Pacific Islander
Hispanic or Latino

Not Hispanic or Latino

5

Full Time Student (Yes or No)

Name and Address of School:

Last Name First Name Middle Initial Social Security Number

Date of Birth  Sex (M/F) Disabled (Yes or No)

Relationship to Head
of Household

Place of Birth

White

Black/African American

American Indian/Alaska Native

Asian

Native Hawaiian/Other Pacific Islander
Hispanic or Latino

Not Hispanic or Latino

6

Full Time Student (Yes or No)

Name and Address of School:

Last Name First Name Middle Initial Social Security Number

Date of Birth  Sex (M/F) Disabled (Yes or No)

Relationship to Head
of Household

Place of Birth

White

Black/African American

American Indian/Alaska Native

Asian

Native Hawaiian/Other Pacific Islander
Hispanic or Latino

Not Hispanic or Latino

7. Live-In Aide: (Attach Statement of Need)

Full Time Student (Yes or No)

Name and Address of School:

Last Name First Name Middle Initial Social Security Number Date of Birth Sex (M/F)
Has the Live-In Aide:

Y N Committed fraud, bribery or other criminal act in connection with any Federally Assisted housing program?

Y N Been involved in, or committed drug-related criminal activity or violent criminal activity?

Y N Owe money to CMHA or another PHA (Public Housing Authority)?
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Part Il — Income and Contributions

Answer the following questions for all household members, regardless of age.

1. Does anyone in the household receive benefits from the Social Security Administration (SSA, SSI, Disability, Death or other
Benefit)? Y N

Name Type of benefit Amount per Any amounts Comments
(recipient) (SSA, SSI, etc.) Month Deducted

2. Does anyone in the household receive any type of Retirement Funds, Pensions, Insurance Annuities or Veterans Benefits? Y N

Name Type of Payment Benefit Amount Frequency Received From
(recipient) (how often rec’d) (Name and Address)

3. Does anyone in the household receive Unemployment, Worker's Compensation, Disability, or Severance Pay? Y N

Name Type of Payment Benefit Amount Frequency Received From
(recipient) (how often rec’d) (Name and Address)
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6.

7.

Does anyone outside the household receive benefits for the support of anyone in the household? Y N

Who:

Amount:

Recipient Name, Address and Telephone:

Frequency:

Is anyone in the household in the Armed Forces (military)? Y N
Name Branch of Service Gross pay: regular, Hazardous Duty Commanding Officer's Name and
special, allowances Pay Phone Number
Has anyone in the household applied for or receive Welfare benefits? Y N
If yes, list benefits for each household member. Attach copy of award letter(s).
For Whom Cash Assistance Food Stamp Disability Monthly Receive/Applied
Monthly Amount Monthly Amount Assistance Amount/Type of (R)/(A)
(OWF) Monthly Amount Other Welfare
Benefits
Does anyone in the household receive child support or alimony? Y N
If yes, list each separately. Include payments received from out of state payees. Attach copy of court orders
For Whom Name of Payer Payer Address, City State, Amount Frequency Court Child
Zip, Telephone Ordered: | Support/Alimony
Y/N (C) or (A
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8. Do any organizations or persons outside of the household give you money or pay for any of the following:
(mark all that apply)
Rent Gas Electricity Cable Telephone
Food Clothing Toiletries Cellular Phone Auto Payment
Insurance Laundry Credit Cards Water Sewer
Trash Other, please explain:
Provide the following information regarding anyone who supplies you with or pays for any of the items listed above. Include cash
amounts given directly to you for the items if applicable.
Name of Person Supplying the Address and Telephone Amount Frequency PHA Use
Item
9. Is anyone in the household self-employed? Y N If yes, please answer the following questions:

Name How long has this person been self-employed?

Type of business:

Gross Monthly Income:

Monthly Business Expenses:

Please attach proof of self-employed income and business expenses.
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10. Provide the last 12 months of work history for each household member who was/is employed (regardless of age):

Name

Employer

From To

Gross Monthly Income

11. List the CURRENT employment of all household members:

Name

Employer's Name

Employer’'s Address

Employer’'s Phone
Number

Gross Wages

Weekly,
bi-weekly, etc.

12. Does anyone in the household have any other source of income, including but not limited to: Foster care, adoption assistance,
student financial aid, training program income, or other Federal, State or local benefits? Y N

Please explain:
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Part Ill — Assets

Answer the following questions for all household members regardless of age.

1. List separately for each household member who has any of the following:
Name Bank or Financial Bank Address Checking Savings IRA Certificate of
Institution Name Balance and Balance and Balance and Deposit (CD)
Account # Account # Account # Account #
2. Does anyone in the household have any of the following: If yes, please list the amounts and institution/agency which holds the
asset.
Mutual funds
Stocks
Bonds
Life Insurance
Retirement Accounts through employer
Personal property held as an investment
Lump sum distributions (i.e. inheritances, insurance settlements, capital gains, personal/property loss settlements, etc):
3. Does anyone in the household own any real estate/property in the United States or elsewhere, in part or whole? Y N
Type of real estate/property: Location:
Value of real estate/property: Owned jointly or alone:
4. Does anyone outside the household currently rent a home owned by a household member? Y N If yes, please explain:
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5. Has anyone in the household sold or disposed of any asset in the last 2 years? Y N If yes, please explain:

6. Is anyone in the household listed on any accounts or held jointly with someone who is not in the household? Y N
If yes, please explain:

Part IV — Allowances and Deductions

1. Isthe head of household, spouse or co-head 62 years of age or older, or a person with disabilities?
If yes, complete all sections. If no, skip to #2

Medical Expenses:

What is the monthly amount of Medicare paid by any household member:

What is the monthly amount of any other type of medical insurance paid by any household member:

Does your household have any prescriptions regularly filled? If yes, what is the total monthly cost:

Does your household have any medical bills that will be paid over the next 12 months? If yes, please explain:

Does anyone outside of the household pay for any of the above medical expenses, or are you reimbursed for any of the above
medical expenses?

2. Disability Assistance Expenses:

Does a member of the household (18 years of age or older and is a person with disabilities) require any specific auxiliary

apparatus to enable them to go to work? If yes, what type of equipment is needed:
Cost:
Does the household pay for attendant care for someone in the household who is 13 years of age or older? If yes, is

this person who needs care, a person with disabilities?

Amount and frequency of payment:

Who in the household is able to work because of the expense:
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Childcare Expenses:

Does anyone in the household pay for childcare? If yes, who

Names and ages of the children:

Amount paid by the household:

Name of person/agency that provides childcare:

Phone Number: Address:
Does anyone outside of the household pay for any of the childcare costs? If yes, who:
Phone Number: Address:

Amount paid by an outside source:

List below the name(s) of household members enabled to work, look for work, or attend school as a result of childcare:

List below work, seeking work, and/or List below the hours child care is
in school hours (i.e. 8:30 — 4:30): provided (i.e. 7:30 — 5:30):
Monday Monday

Tuesday Tuesday

Wednesday Wednesday

Thursday Thursday

Friday Friday

Saturday Saturday

Sunday Sunday

Have you or any member of your family ever been arrested or convicted of a crime?

If yes, who:
Was the arrest or conviction either drug-related or involve violence? Please explain:
Do you or any member of your family engage in illegal drug use? If yes, is this person seeking treatment?

Name of family member:

Name of treatment facility, if applicable:
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Part V — Certification

I/We understand that any misrepresentation of information or failure to disclose information requested on this
application may disqualify me from participation in the program, and may be grounds for denial of assistance or
termination of assistance.

I/We understand that any changes in income and/or household composition must be reported within 30 days of the
change.

I/We certify that all application information is true and complete to the best of my/our knowledge. I/We understand that
I/We will be required to provide documentation of the previous information at the time of a reexamination
determination with Cuyahoga Metropolitan Housing Authority. Detailed criminal background check(s) will be
considered for any adult members being added to the household.

Head of Household Name Signature Date
Spouse/Other Adult Name Signature Date
Other Adult Name Signature Date
Other Adult Name Signature Date
Signature of person who assisted the participant/applicant in completing this form (if any). Date

Please note your relationship to the participant/applicant.

Warning: 18 U.S.C. 1001 provides, among other things that whoever knowingly and willfully makes or uses a
document or writing containing false, fictitious or fraudulent statement or entry in any matter within the jurisdiction of a
department agency of the United States shall be fined not more than $10,000 or imprisoned for not more than five
years or both.

Eligibility Specialist: Date:
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