                                                          Office on Mental Health[image: ]
□ Eviction Prevention
□ Security Deposit
□ Motel
□ Utility Assistance
Please attach supporting documentation (eviction notice, lease, utility turn-off)

	


                                          Core Service Agency of Harford County, Inc.

		                   125 N. Main Street/Rear	           410.803.8726  Phone
		               Bel Air, MD 21014		           410.803.8732  Fax
                                                    HOUSING / UTILITY FORM
BOTH PAGES MUST BE COMPLETELY FILLED OUT BEFORE THE REQUEST WILL BE EVALUATED
Consumer’s Name: _____________________________________________________ SS# ______________________   DOB: _________________
Consumer’s Address: ______________________________________________________________ Phone Number: _________________________   
Diagnosing Source:  ___________________________ Phone Number: ____________________ Primary Diagnosis: ________________________
Person making request: ______________________________________________________________ Requesting Date: ______________________
Email address for person making request:  ____________________________________________________________________________________
Agency Name & Address: __________________________________________________________________________________________________
Agency Telephone: ______________________________________________ Agency Fax: ______________________________________________
Household Members:
	Name & Age
	Income Amount & Source
	Expenses (Rent, Utilities, Phone, Car)


	
	
	


	

	
	

	
	
	

	
	
	

	
	
	


Describe prior eviction(s) and/or utility turnoff history and what led to this request: _________________________________________________________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What is the financial plan to prevent future requests (eviction, utility turn off): ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How does this request alleviate a problem related to the consumer’s mental health? : ________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Date & Type additional resources (at least three other attempts must have been made)
	Person/Agency Contact
	Outcome

	Harford Community Action Agency
    410.612.9909
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Office on Mental Health
Core Service Agency of Harford County, Inc.

HOUSING / UTILITY FORM (continued)

This form must be completely filled out before the request will be evaluated


Eligibility & Vendor Information (Please fill out completely)

Consumer’s Name: _____________________________________________________
Does consumer have Medicaid?  (Circle one) YES/NO      If no, date applied? _______________________________________________________
Amount Requested from Office on Mental Health/CSA: $______________   (CAN NOT EXCEED $500)
Amount Client Can Pay: $_________________
Amount from other resources: $ ___________________
Total: $ ____________________ (Must equal total amount of assistance needed)
Vendor/Landlord Name and Address: _________________________________________________________________________________________
Vendor/Landlord Telephone and Fax: _________________________________________________________________________________________
Please make check payable to:______________________________________________________________________________________________


FOR OFFICE USE ONLY
	
Authorized:  Yes ____  No ____  Date: _______________  Amount:  $_______________________
Signature: _____________________________________________________________  Date: __________________________
Signature: _____________________________________________________________  Date: __________________________
OMH/CSA Authorization Code #: CSAHC____________________________________ Date Received:__________________
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