SPA Uﬂ_;iversal Housing application @ SPAhousingli.org
/tg 5 Go to “Printable Application” tab.
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instructions for SPA Paper Application

“This application is to be used by individuals whom do not have aceess 1o the online login system.

Please complate each field accordingly. fems left blank may cause the application to be placed on hold until that information is submitted. The requestad
documents must be submitted with the application in order for i to be processed completely.

The items below are 1o be used for your reference whan completing the application. Please select gnly from these options for these particular items.

Individual Information Section (Pages 1-2)
“Please selact the Counly where the applicant currently resides and is a resident.

*Housing Pragram Requested - Please select from the following Levels of Care (LOC):
-Supervised Community Residence {CR)

-Supervised Single Room (Qocupancy Community Residence (CR-SRO)

-Apartmant Treatment {ATF)

-Supported Housing (SHP)

-Supported Single Room Cccupancy (SP-SRO} - Suffolk Only

*Specialized Housing — Please select from the following types:
- MICA

-Young Aduit (Nassau 18-30, Suffolk 18-26)

-MIMR (Mental liness/Mental Retardation)

-Family (Supporied Housing Only)

-Couple (Supported Housing Only)

-Veterans (Limited, Suffolk Only)

-Senior Citizens/Geriatric (Nassau Only - Over 55}

-Faorensic (Nassau Gniy)

Skills and Supports (Page 4}

“Applicant Skills - Please select from gne of the following:
1- (Cannot accomplish independently)

2- (Accomplish with assistance)

3- (Can accomplish independantly)

4- {Unknown)

Psychiatric Information (Page 5)

‘Medication Adherence (Compliance) - Please select ppg of the following:
- Independent

- Supervision

- Reminders

ocuments (Pa

"Please submit a Peychiatric Evatuation that is signed by a Psychiatrist {MD or DO) or Psychiatric Nurse Practitioner (NPP] and dated within 2 years of
application being submitted.

“Please submit & Psychosocial Evaiuation that is signed by Psychiatrist (MD or DO), Psychiatric Nurse Practitioner {NPP) or Licensed Social Warker and
dated within 2 years of application being submitted,

“Physical Exam and PPD must be within 1 year of application being submitted.

*Physician’s Authorization Form {PAF) must be signed by licensed Physiclan or Psychiatrist, {Qnly used for Supervised (GR) and Apartment Treatment)



Zisgle Point 2l koooxe

LEvg ovotang

Referring Agency; ; } Phone Numbar: l E
Address {Street): I i Eomiails {
Contact Name: I ! This refarralls a:

NASSAU RESIDENT ! SUPFOLK RESIDENT

Homeless status:

First nama: ; I Last name; { ]

AKA: l ] Date of birth: [::] Age: :‘

Secial security #: I I Gender: ! ]
( l

Current marital status: ! ‘

if applicant Is homeless, indicate locations where client can be found i Firsi name: j i

known, #f applicant is hospitalized, list addrass / location prior to Last name: ; ]

hospitalization, If applicant currently fives in a Mental Health Facility list

address and info. Street address: I I
Apt. ¥ l I
city: I ]

Rasidential type:

Agency | Faclily name:

Coall #:

Street address:

Emall: I ‘

Apt. #:

$
l
Program narms: !
l
|
|

City:

|
|
|
|
| .
|
State: [: Zip Code: [: What Is the reason this refarral is heing mads at this time?
L
J
I

Celt #:

Email: |

Rage; ™ l l

" Spaui Considorations
I |
I |

I I

** This question is asked for statistical purposes oaly. Applicants will not be

discrimtinated sgainst based on race, color, creed, refiglon, sex, nationat

arigin, age, familial status, handicap, or sexual preference,

Is the applicant a US citizen?l} Yes il HNo

i no, please specify:

Please be aware that federal reguistions prohibit us from processing

referrals for undocumented applicants.

Primary language:




List ail enditlements and Income which the applicant receives or which are pending:

l |
| i

Who ts the applicant [

Please indicate the fype of housing program for which you would fike to be
considered;

representative payee?

famas:

Phone:

l !
L____.________—] Extonsion: [:::] |

Agtive AOT status:

AQT coordinator (if Known} namae;

Phone!

Speciaity treatment courl:

Probation ! Parole: T oyes Tt Ne

Namia: |

Phona:

is the applicant a registered sex offender 71 F Yes i No

Levek ’

Piease add other contast information,

Is the applicant a veteran? Yes ' Ne

Type of discharge:

L

Agency preference (if any): i

1. Do you have a particular town or area that you would Hke to llve in?

15t Preference:; i 1

2nd Prafarenca: L l

SPA will endeavor to accommodate placement preferances, but please be advised
that housing is often based on availability, Specific location requests may lengthen
{he time spent walfing

Is thare a specific indlvidual you are reguesting to reside with? i ves'th Ne

i yes, please provids full

namne

Please explain why7

For specific informetion regarding couplas or Family housing please read SPA's
Frequently Asked Questions,




1. Piease lisf where the appllcant has resided for tiw past five years and detall eny history of homelessness, Include shelters, drop-in centers, streets, hospitals, prison,

suppartive residences, SROs, family and indapendent housing {please start with mos! regent location):

. Has applicant baen employed during the last five years? ' Yes ! No

If yes, please list dates and positio




1. Rate the dugree to which the applicant can accomplish the following:

- Acsess and use of medical service

‘Communicate in ﬂﬁn'-'tri‘ge_aiﬁni'ng'ni'#bﬁer_ SETEE

Housekeoping

Maintaln peféonal hygieéa

Manage madication regiman

Manage sy.rﬁ';':tc'tmé

. Money Managemeﬁt .

COblalntood DL

.Paying Rent

Prebarebio&tati_i'rheals'. SR

. Program Part_!c;pa_tion

' Refrain from substance abuse 1

_'Sscﬂ_ﬁhg ] Méim:alﬁinﬁ 'B.'en:e'_ﬁta' '

“Use Kitchen appliances safely | o

Use of leisure time l

2. Indicate all services the applicant currently utilizes:

3. Indizate all support services needed once the applicant I housed:

ii | |
L i




List all current Axis J, Axis Il, and Axls Il dlagnoses:

. i 50 what? l

{  [Wavailabie, I tost used: [

" Score:

Has individual ever recelved services undar OPWIDHD?

¢ Functienal assessments: [::!

N —

2. Does the applicant have a history of, or Is the applicant currentiy exhibiting any
of the {célnwing‘?

Psychla!rlc B 2aviar

Aggresslve !Assau!ﬁvenass

Arson ! Fzregetting

Cognitive impairmeht

Tiii

Compuisivebehavlors SRR s

: Crim!nai Acﬁvt&ies fArrests and convicﬂnns

3. Cutrent psychotropic medications:

4, What leval of support does the applicant require 1o achieve medication

atdhergnce [ compllance?

Dzsrup:we Behavior e

Halluciﬂaﬁnm

Highly dlse:ganlzed thaught procasses .

Homlcidal ldeas rattempis

inappropfiata touching ' )

Severe Dapressmn

Saxual acting ouf

Substancal atcohn!abuse S o

Smc.ldaE idaas ! aﬂempts

5. 15 the applicant currently hospitalized?

Adntission type:

If 50, date of admissicn:

Hospital name:

l
l
Ward { Unit; (
Contact person: l

|
|
|




7. Does the applicant have a history of substance abusa? e

Substancels) Current use:

8. Does the applicant have a history of substance abuse treaiment?

Noi? Yes, but reatment program is unknown

Length of ime the appticant has spent substance free:

Algohol: since E" 5 Net Anplicable Drugs: since [::] Not Applicable




The disclosure of HiV-related information is nof required, but if the applicant wishes to release It this form must include 3 spacial congent to release information
form signed by the applicant

Medical dlagnesis: (include all Axls Il diagnoses): Does the applicant have a medicat condition thet requires special services?

Yes i No

H s0, indicate which ssrvices:

) v Special medical equipment Please spacify:
Allergiag: L
L | I

Medical supplles Pleasa spoecify:

Current non-psychotrapic medications: l l
Nama : Ongolng physiclan support
: ; Nursing services
! Home care

! " Tharapeutic diet

Injectable medication

Other:

Physical functioning level {answer each of the following): I |

What medical services is the applicant currently receiving?

An‘ipu_u_'se

‘Bedriddon,

Bhind

'Ga_n_dre'sé self

Can faod self {ioes appficant have pets? 0 Yesi MNo

Canfilly bathe'self 20
ST e L Hyes,please 5p60ify5

Climbs ons fight of'sm_irs .

"“Please be aware that different programs have varying policles regarding pet

Fully Ambulatory

ownarship. in addition, pets may sffect your entry info mental health housing.
._i'ri_c_ip;j_ﬂn:g_ﬁ't e fs the pet a certiflad service snimal 7 . Yes ' ! No
Hute Is the applicant allergic te animals? ! Yes ] Ne
‘Needs help with tollating -
S L If yes, plaase specify:
: Wheelehale Required '

To the dogree known, list ali medical hospitatizations during the past three years:

I
[
L

Does applicant smaoke? U vas Tl peo

Does applicant have any other neads ic be considerad?




1. What qualitles de you have that will make you a good housemate ?

2, What qualities in 2 housamate are you looking for?

3. What chatlenges are you facing that S#A housing would help?

4. What housing goals are you hoping to accomplish in the futura?

5. What are your natural supports e family, friends, others)?

6. s thers anything else you would like a housing provider 1o know about you?




ts Afta

Paycho-Soclal History

P.s_jch‘sﬂfi_; Summary {inchuding current glinical ﬁ;\s'sés' '
 Physician/Peychiatisy)’

Recent Physicat Exam {including PPD within _‘E.ye_ar_of a_p;a.ﬂ_t.:_a'iinn. date s_igmd o?f_ By :
licensed physician) ' ) o :

Physiclar's Autherization Form signed off by a llcensed Physician/Psychiatrist *
(Licensed programs only: Su'pa_rv_ls'e'd and Apér_tn'i:er_st Traatment only)

PPD if separate from the Physical Exam

| agree with this refarral and give my consent for information about myself to be shared with agencies in connection with my referral to a housing program,
| also agree that all the information contained herein is accurate fo the best of my knowledge and is reflective of my current situation.

Date Signature of Applicant {Required)

Signature of Witness

Contact Us

191 Sweet Hollow Road

Otd Bethpage, New York 11804-1342
{631} 231-3562

Fax: (631) 231-4568
Email:Enfo@spahousing!é.org

1g



AUTHORIZATION FOR RESTORATIVE SERVICES OF COMMURNITY RESIDENCES

Initial Authorization
Semi - Annual Authorization

Annual Authorization

Client's Name:

Client's Medicaid Number;

1CD. 10 Diagnosis:

i, ithe undersigned licensed physician, based on my review of the assessments made avallable fo me, have determined that

{cifent's name) would banefit from provision of mental heatth restorative services defined pursuant to Part 593 of 14 NYCRR, This determination is in effect

for the period to at which time there will be an evaluation for continued stay,
/ !
Month day year Namae (Please Print) ticensuref
Signature

i Check here if client is enrolied in Managed Care {2.g., and HMO or Managed Care Coordinator Program) and enter primary care physician name and
managed care provider identification number.

Physician Managed Care Provider 1D #

Powerad by

14



