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Department of Health

HIV AIDS Administration

Washington, DC

Application for Emergency Financial Assistance

Note: Clients have a yearly limit of $1300 for Rental Assistance, $500 for Utility Assistance, $150 for Telephone Assistance, and  Personal Hygiene $50 Food voucher for Individuals $300 and Families $700. 
I.  Case Manager/Agency Designee: _____________________________________________________

     Referral Site______________________________________________________________________

     Date of Referral___________________________________________________________________                               

     E-mail___________________________________________________________________________                   Telephone No. _____________________________________  Fax No._______________________

II. Case Manager Checklist:              




 

       A. Required for all service areas 

___EFA Completed Application 

___HIV/AIDS Diagnosis Documentation (Provide one of the following: Physician or license provider statement, 

      or confidential lab report: i.e. Western blot, CD4 count, viral load)                                               
       ___Residency documentation (Provide a Driver’s ID, or Non- driver’s ID from the District of Columbia -If no    

              ID from DC available provide any other picture ID: i.e. passport, green card, TPS, work ID, plus one (1) of the 

               following residency requirements:  utility bill, lease, notarized letter from land lord, rent receipt, telephone   

               bill or voter’s registration.  -If no picture ID available provide two (2) of the above residency requirements. -If   

              homeless only provide a certification from a DC homeless shelter’s Letterhead or Case Manager certification)

       ___Income Documentation (Provide one of the following: Pay stubs, SSI or SSDI Award letter, TANF Award  

              letter, Interim Disability Assistance letter, or Case Manager Income Affidavit)                                                                                                                                                                                

       ___Referral Certification                                                                                                                         

       ___Consent for Release

       ___Service (EFA) Plan                                                              

            Security or Tax number 

      B.  Required for Transportation 

       ___Health insurance documentation -Only if       

             Insured

 C.  First Month Rent 

       ___Rental Lease 

      D.  Emergency Rent (one of the following)

       ___Notice to Evict

       ___Notice from Landlord Tenant Court

       ___Notarized letter and W9 form for private landlord along with copy of social security card 

             including address, telephone number, Social

            statement of intended date of eviction.

     E.  Required for Moving Expenses   

      ___Invoice or Statement from Moving Company

      F.  Required for Utility and Telephone

      ___Disconnection Notice (ONLY) 

G. Required for Food Voucher -Only if there 
               are family members and dependant children  

      ___Proof of Dependents (Birth-21) (School record   

            or ID, TANF Award letter, Medicaid card,       
            guardianship or Birthday Certificate)

      __
III. EFA Provider Use Only                                             

Date Application Reviewed: ______    Reviewer__________ Date CM Notified__________

        First Month rent_____     Security Deposit_____    Moving Expenses______  

        Emergency Rent_____     Utility Assistance_____   Telephone Assistance_____

        Food Voucher_____         Transportation Assistance_____ Personal Hygiene _________
         ___ Approved                          ____ Denied                    _____ Pending 

Approved:    Amount ______________
      Check #_______________Issued Date _____

IV. Client Information

Unique Identifier__ __ __ __ __ __ __ __ __ __ __ (Follow instruction below for each number)

                       
                 1    2   3   4    5    6   7    8   9   10 11
                                     1: First letter of clients’ first name                

                                     2: Third letter of client’s first name             

                                     3: First letter of client’s last name               

                                     4: Third letter of client’s last name    

                              5-10:  Six digit date of birth (e.g.  061270) 

                             11.  Client’s sex (1 =Male, 2=female, 3=transgender) 
Last Name_______________________________

First Name_______________________________         Middle Initial____

Date of Birth______________________________       Age____

SSN_________________________________

Street Address___________________________________________________

City_____________________________ State_________ Zip Code________

Telephone______________________________ E-mail___________________

Is this your mailing address?        Yes____      No_____

If no, please provide mailing address:

Street Address______________________________________________

City________________________________ State_______ Zip Code_______

Gender:        _____ Male          _____ Female         _____ Transgender

Ethnicity: ______ Latino/Hispanic         Not Hispanic Latino/Hispanic_____

Race: ______ White       _______ Black/African/American    ______ Asian ____ Latino

          _______Native American ________ Native Hawaiian/Pacific Islander 

          _______ More than one race (Describe)

Nationality (country of origin) _______________________

Sexual Orientation   ______ Heterosexual    ______ Bisexual      _____Homosexual    

Marital Status:  ___Single   ___ Married ___ Separated   ___ Divorced ___Common law-marriage __Co-Habitation

Income:  Household Monthly Income ___________ Household Size_____  

Functional Status Code: ____ (Please select the code that best describes the client)

1. Capable of normal activities

2. Problem with activities, no assistance needed

3. Normal activities with difficulty, some assistance needed

4. Home bound, able to care for most needs

5. Home bound , assistance with house chores needed

6. Home bound, assistance with pets care and household needs

7.   Bedridden, partial household  and personal   

          assistance needed

8.   Bedridden, full household and personal assistance

9.   Bedridden, requires full care and nursing

10.   Other

11.   Unknown  

Transmission Category: _____ (Please select the code that best describe the client)

1. Sexual contact with a male

2. Sexual contact with a female

3. Sexual contact with a male or injection drug user

4. Injection drug use

5. Tainted blood product

6. Infected parent (mother-to-child transmission)

7. Alternative insemination

8.  Occupational Exposure (Worked in a health setting)

9.  Sexual abuse or assault

10.  Undetermined

11.  Other

12.  Unknown

        13.    Unreported

Household Composition   (List all except applicant)             

	Name
	Age
	Relationship to Applicant
	HIV Status

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Financial Information    

	Monthly Income Source
	$ Amount 
	Other Household  Income Source
	$ Amount per month
	Monthly Expenses
	Estimated cost per month

	TANF
	
	SSI
	
	Rent
	

	SSI
	
	SSDI
	
	Utilities
	

	SSDI
	
	Employment
	
	Medical
	

	Unemployment
	
	Unemployment
	
	Transportation
	

	Employment
	
	Food Stamps
	
	Food
	

	Food Stamps
	
	TANF
	
	Childcare
	

	IDA
	
	Other
	
	Other
	

	
	
	
	
	
	


Are you a Medicaid recipient? ___ Yes          ____ N                                                                                    Are you living in subsidize housing? __Yes __ No If yes, you should not be using this application.
V.  Service(s) Requested (check all that applies)

Emergency Rent $__________   First Month’s Rent $_________   Moving Expense $_______________   

Security Deposit $__________   Utility Assistance $_________   Telephone Assistance $_____________ Food Voucher$______

Mode of Assisted Transportation__________________ (i.e. taxi voucher, fare card, tokens, van)

Creditor’s Name________________________________________________________________________

Creditor’s Address______________________________________________________________________

Account Number________________________________________________________________________          

VI. Describe the reason for this request for emergency financial assistance:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Emergency Financial Service Plan:

Short term plan:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________
Long term plan:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Statement of Understanding

I attest the above information in this application is true to the best of my knowledge.  If any information provided is found to be false, I understand I will not be able to file a DEFA application for a current grant year or indefinitely.  In addition, I am aware that I can file a grievance for any action taken upon my request for DEFA services.

___________________________________________                      _____________________________________

Case Manager/Agency Designee Signature                                  
        Date

____________________________________________
       ______________________________________

Case Manger’s Supervisor’s Signature



        Date
____________________________________________                   _______________________________________

Client’s Signature                                                                                      Date
Moving Assistance (only use this area for moving services)   _____________________________










Unique Identification Number

Old Address:
________________________________________________

                                    Street

________________________________________________

                                    City 

________________________________________________

                                    Current Telephone

New Address:
________________________________________________

                                    Street

________________________________________________

                                    City 

________________________________________________

                                    Current Telephone

Inventory List:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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