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DMHRSP Sponsor-Based Household Certification Form
To be completed and signed by both the Client and Service Provider for Referral, Recertification, and Relocation

	
Name
	    	
Telephone
	    
	
Address
	    
	
Email
	    



HOUSEHOLD COMPOSITION
List all persons living in your unit 50% or more of the time.  
	Name
	Date of Birth
	Relation to Head
	 Sex   Ethnicity        Race

	Full-Time
Student

	1.                                  
	    	HEAD
	☐ M
☐ F
	☐ H
☐ NH
	    	N/A

	2.                                  
	    	    	☐ M
☐ F
	☐ H
☐ NH
	    	☐ Yes
☐ No

	3.                                
	    	    	☐ M
☐ F
	☐ H
☐ NH
	    	☐ Yes
☐ No

	4.                               
	    	    	☐ M
☐ F
	☐ H
☐ NH
	    	☐ Yes
☐ No

	Race and ethnicity information will not affect your eligibility or subsidy amount and is not required.

	Racial Designation:
	1. American Indian or Alaska Native; 2. Asian; 3. Black or African American; 4. Native Hawaiian or Other Pacific Islander; 5. White; 6. Other

	Ethnic Designation:
	H - Hispanic/Latino; NH - Not Hispanic/Latino




HOUSEHOLD INCOME
List all income for all household members. Income includes wages, welfare assistance, child support, social security benefits (SS, SSI, SSDI), veterans benefits, unemployment compensation, retirement/pension, etc.
	Household Member & Source or Type of Income
	Amount
	Weekly, Bi-Weekly, Monthly

	    	$     
	    
	    	$     
	    
	    	$     
	    
	    	$     
	    
	    	$     
	    
	    	$     
	    




ASSETS
List all bank accounts for all household members (checking, savings, CD’s, IRA’s, stocks, bonds, property, etc.)     Include any items intended for investment, sale, or income.  Do NOT include clothing, furniture, or cars for daily personal use.
	Household Member
	Type of Asset, Bank/Company, Account Number
	Value

	    	    

	$     

	    	    	$     

	    	    	$     



MEDICAL EXPENSES
Please list any un-reimbursed medical expenses (prescription co-pays, doctor visit co-pays, insurance premiums, etc.). 
	Type of Expense
	Amount
	Frequency

	    	$     
	    
	    	$     
	    
	    	$     
	    
	    	$     
	    


CHILDCARE EXPENSES
List any childcare expenses paid for a child under the age of 13 so that an adult household member can work. 
	Child
	Childcare Provider
	Expense

	    	    	    
	    	    	    


LANGUAGE
This information will not affect your eligibility or subsidy amount.
Do you understand spoken or written English?   ☐ Yes   ☐ No	
Primary Spoken language? 				
Primary Written language? 				

REASONABLE ACCOMMODATION
This information will not affect your eligibility or subsidy amount.
Do you or a member of your household have a disability and need a reasonable accommodation of an DMHRSP policy or procedure?	☐   Yes 	☐  No
If yes, please describe:                                 
	

	



CLIENT’S CERTIFICATION
I hereby certify that the above information, including household composition, identification, demographics, income, assets, and expenses, is complete, true, and correct to the best of my knowledge and belief.  In situations where separate verification is not possible or not required, I am self-certifying that the identification, income, and assets, as applicable, that I list here are accurate and complete by signing this document and request that this document be used as verification.  I authorize the Administering Agency to make inquiries to verify the information I have provided.  I understand that giving false statements or information may result in investigation and possible prosecution for fraud and/or termination of my participation in DMHRSP and punishment under state law.  I understand that it is my responsibility to inform the Administering Agency and my DMH Case Manager/Service Provider in writing of any change of addresses, income, assets, or household composition.  I understand that if I do not respond to Administering Agency requests for information or updates, which may be conveyed to me through my DMH Case Manager or Service Provider, my referral may be withdrawn or denied or my participation may be terminated.  

If my DMH Case Manager or Service Provider is newly referring me to the Sponsor-based DMHRSP program, I understand that this form is not an offer of housing.  Based on this referral, I understand I should not make plans to move or end a present tenancy until I have been approved for participation in the Sponsor-based DMHRSP program by an Administering Agency.  Before an Administering Agency can offer me participation in the rental assistance program, I must provide them with written documentation that verifies my circumstances.

Signed under the Pains and Penalties of Perjury.

								  		                  		
             		Signature of Client/Head of Household 			        		Date
                         (If typed, my typed name represents my signature.)

The English version is the official version and must be signed.

THIS SECTION TO BE COMPLETED BY DMH CASE MANAGER OR SERVICE PROVIDER

DMH Case Manager or Service Provider Name 							  
Agency 									  
Email and Phone Number 							  

DMH CASE MANAGER/SERVICE PROVIDER’S CERTIFICATION
I, the DMH Case Manager or Service Provider who has been or will be providing DMH services to the client listed above as part of the DMHRSP program, hereby certify that the above information, including household composition, identification, demographics, income, assets, and expenses, is complete, true, and correct to the best of my knowledge and belief according to our own verification completed by DMH or this DMH contracted service provider agency.  In situations where separate verification is not possible or not required, I am certifying that the identification, income, and assets, as applicable, that the client lists here are accurate and complete by signing this document and request that this document be used as verification.  I understand that the Administering Agency will make inquiries to verify the information provided.  I understand that giving false statements or information may result in investigation and possible prosecution for fraud and/or termination of the client’s participation in DMHRSP and punishment under state law.  I understand that it is my responsibility to inform the Administering Agency in writing when I become aware of any change of addresses, income, assets, or household composition.  I understand that if the client or I do not respond to Administering Agency requests for information or updates, which I may need to convey to the client, the referral may be withdrawn or denied or the client’s participation may be terminated.  

If I am newly referring this client to the Sponsor-based DMHRSP program, I understand that this form is not an offer of housing.  Based on this referral, I understand I should not make plans to move or end a present tenancy of the client until the client has been approved for participation in the Sponsor-based DMHRSP program by an Administering Agency.  Before an Administering Agency can offer the client participation in the rental assistance program, the client and I must provide them with written documentation that verifies the client’s circumstances.

By submitting this referral, the above DMH Case Manager or Service Provider confirms that they have verified that this client meets the DMHRSP eligibility criteria of DMHRSP Regulation 38.05 (1) (b)-(d).  Accordingly, as a verified DMH client, the AA will not further verify handicapped or disabled status per 760 CMR 5.07 or M.G.L. c. 121B § 1 for the purposes of DMHRSP eligibility and the disabled household deduction.  The AA may still request further verification for other purposes, such as reasonable accommodation or other types of disability related deductions.

Signed under the Pains and Penalties of Perjury.

									  		                  		
             	Signature of DMH Case Manager or Service Provider 			        		Date
                 (If typed, my typed name represents my signature.)
DMHRSP Sponsor-Based Household Certification Form		1 of 2
