INSTRUCTIONS FOR COMPLETING APPLICATION

— SEE FREQUENTLY ASKED QUESTIONS IN YOUR KEEP AT HOME PACKET FOR MORE INFORMATION ~
PLEASE ALLOW UP TO TWO WEEKS FOR YOUR APPLICATION TO BE PROCESSED

Completed applications may be scanned and emailed to: bchserap@bradfordco.org or mailed or
dropped off to: Bradford County Human Services, 220 Main St., Unit 1, Towanda, PA 18848

e Release of Information

o
(@]
(o]
o}
o

O

PRINT your name in the blank space at the top of the page

Check off any unchecked boxes that may apply to your specific situation
Write the name and phone number for your landlord where indicated
Write in the names of any utility companies you are requesting help with
Write in the names of any other involved agencies (Probation, CYS, etc.)
Date and sign next to the star (where indicated)

e Housing Assistance Application — Page 1

o

[¢]

O O O O O

Write the head of household’s name, address, email, and phone number where
indicated in the first box. IF YOU ARE HOMELESS WITHOUT A PLACE TO STAY, instead of
an address, please write the zip code where you slept last night.

Please circle if you are a homeowner, tenant or street homeless

In the next box, please list the names of all household members, starting with the head
of household.

Write in the date of birth for all household members

Write in the social security numbers for ail household members

Write in the relationship of all household members to the head of household

Fill in the gender, race, and ethnicity for all household members, or write DECLINED
Check all types of assistance that you are requesting help with. In the amount box,
write any known amounts that are currently owed. Write in the name of the landlord
and utility companies for any checked boxes.

Answer the question about alternative heat sources. Examples might be if you have a
fire place, wood or peliet stove to supplement a furnace.

Answer the question about Section 8 vouchers. If the answer is yes, please write in
what the amount is that you are responsible for.

Write in Yes or No for each of the listed agencies to indicate if you have received any
funding from them at all (including emergency shelter) during the past 2 years. If you
know the amount, please write that in as well.

e Housing Assistance Application — Page2

Pagel1lof2

o

Monthly Income — you MUST list the amounts, frequency, and sources of all household
income. Please refer to the list of acceptable proofs of income in your “keep at home”
packet to ensure that you provide all of the documentation that is required. While
SNAP benefits do not count as income, we are required to gather this information for
our reporting and eligibility determinations.

On the lines provided, please write a description of why you are asking for help. Please
be specific. For example, do not just say “I'm behind on my rent.” A better example
would be to explain WHY you are behind on your rent. NOTE: YOU MAY BE REQUIRED
TO WORK WITH OTHER AGENCIES AND MAY BE HELD RESPONSIBLE FOR A PORTION
OF YOUR RENT AND/OR UTILITIES AS A CONDITION OF RECEIVING ASSITANCE.



INSTRUCTIONS FOR COMPLETING APPLICATION

~ SEE FREQUENTLY ASKED QUESTIONS IN YOUR KEEP AT HOME PACKET FOR MORE INFORMATION -
PLEASE ALLOW UP TO TWO WEEKS FOR YOUR APPLICATION TO BE PROCESSED

o Please read the three questions at the bottom of the page CAREFULLY and select the

appropriate answer.
» Examples of financial hardship may include, having unexpected medical bills, car
repairs, or other LARGE bills, having less work or losing a job, reduction in
SS1/SSD benefits, etc.
» Examples of housing instability or homelessness include but are not limited to:
e being behind on electric, water/sewer or other utilities,
e being behind on rent,
e experiencing a recent job loss or receiving a large unexpected bill that is
going to make it hard to pay your rent or utilities in the future
e Housing Assistance Application - Page 3

o Utility Certification — please choose if you are asking for help with utilities instead of or
in addition to rent. IF UTILITIES ARE INCLUDED IN YOUR RENT, PLEASE CHECK THAT
YOU ARE DECLINING ASSISTANCE.

o Attestation/Certification — when you sign this block, you are saying that you agree that
everything in your application is true and correct, and that you understand that you can
go to jail, and/or be required to pay back any money way (plus interest and fees) if we
later determine that information you provided was false.

e Self declaration of Income:

o Please be sure to list any income for ALL household members is identified on this form
and then have them sign to confirm the information provided. It is okay to estimate
how much the monthly income is, however you must use the GROSS (pre tax) amount.

o Please have any adults who do not have an income indicate this in the correct section
and sign where indicated.

o WE WILL ATTEMPT TO VERIFY THE INFORMATION YOU PROVIDE WITH EMPLOYERS,
SOCIAL SECURITY, AND OTHER APPLICABLE AGENGIES OR BUSINESSES.

e Acknowledgement of Receipt of Privacy Practices

o The privacy practices are in your “keep at home” packet. You are signing that you
received them, not that you read them.

o Please PRINT your name on the first line, write your complete address in the second
line, and sign and date where indicated. If you are street homeless, your address will be
the zip code where you slept last night.

e Rights & Responsibilities

o Please read, print your name, then sign and write the date in where indicated.

e LANDLORD CERTIFICATION FORMS — these forms only may be faxed TO 570-265-8541 or
emailed to: bchserap@bradfordco.org.

o Please give this form to the landlord to complete and remind them that we will need a
detailed statement if there are arrears owed. It explains how to do this in the black box

on the form
o W—09: Please give this form to the landlord as well. This form is necessary for us to
generate a 1099 form for the landlord’s taxes.

Page 2 of 2



BRADFORD COUNTY HUMAN SERVICES
HOUSING PROGRAM
CONSENT FOR OBTAINING CONFIDENTIAL INFORMATION

By signing below, | authorize Bradford County Housing program staff to contact any of the following on
behalf of all household members registered on my application to facility approval of my housing
application and to assist my household with getting and/or keeping stable housing.

s Main Link HAP Program - Main Link Certified Peer Support Program

e The Bridge (Sayre, PA) - Grace Connections (Towanda, PA)

e Salvation Army (all locations) - Bradford County MH/ID/Drug & Alcohol/ID/Autism
s TREHAB - Endless Mountains Mission Center

¢ Probation/Parole - Bradford County Sheriff's Office

s All law enforcement - Local food pantries

e Bradford County Assistance Office - LIHEAP/LIWAP

e My landlord (current/future) - Any utility companies | request assistance with

e Northern Tier Counseling - Allied Services

e Children & Youth Services - Any hotel providing emergency shelter (if applicable)
s Other:

s Other:

| fully understand the nature of this consent and that this authorization shall remain
effective for one year from the date of my signature; however, | may revoke this
authorization at any time by written, dated communication to the Administrator or his/her
designee.

| hereby release the Bradford County Housing Program and said person or facility from all
legal responsibility and liability for acting upon this authorization, and | intend to be legally
bound hereby.

DATE SIGNATURE OF CLIENT OR PERSON AUTHORIZED TO CONSENT FOR CLIENT

DATE SIGNATURE OF STAFF MEMBER OBTAINING CONSENT

To be completed if client is physically unable to provide a signature but has indicated verbally or
behaviorally, that he/she consents to obtaining information.

We affirm that, was physically unable to provide a signature,
understands the nature of the consent and freely gave his/her verbal or behavioral consent. This
authorization shall remain effective from this date to (60 days hence); however this may
be revoked by verbal or behavioral communication to the Administrator or his/her designee.

DATE WITNESS

DATE WITNESS



PLEASE COMPLETE ALL SECTIONS. INCOMPLETE APPLICATIONS WILL BE RETURNED.

BRADFORD COUNTY HUMAN SERVICES - HOUSING ASSISTANCE APPLICATION

NAME:
ADDRESS: PLEASE COMPLETE NEXT SECTION
FOR YOURSELF AND ALL
HOUSEHOLD MEMBERS
. . INCLUDING CHILDREN — ATTACH
For Homeless Only — Zip Code where you slept last night: __ ADDITIONAL PAGES IF NEEDED
EMAIL: PHONE:

IMPORTANT: Please circle one of the following: HOMEOWNER TENANT  STREET HOMELESS

Name DOB | Age | Soc. Security # Relationship | Gender* | Race** | Ethnicity***

SELF

*Gender; Male, Female, Non-binary, Other **Race: American Indian/Alaska Native; Asian; Black/African American; Native
Hawaiian/Pacific Islander; White; Other; Unknown/Declined * **Ethnicity: Hispanic; Non-Hispanic; Unknown/Declined

Check all that you are asking for help with Amount Landord/Utility Information
RENT $
SECURITY DEPOSIT S
FUEL OIL S
ELECTRIC S
NATURAL GAS / PROPANE S
WATER S
EMERGENCY SHELTER S

DOES THE FAMILY HAVE ALTERNATE HEAT SOURCES? Yes or No If so, list sources (kerosene, wood stove,
etc.)

Do you receive any subsidy to help pay your rent from another source (Section 8, Housing Choice Voucher, etc.)?
YES / NO If so, what is the amount you are responsible for? $

Have you receive any help with rent and/or utilities from any of the following in the past 2 years?

Program Name YES /NO Amount
Main Link or Futures HAP Program
Grace Connection

The Bridge

Endless Mountain Mission Center
TREHAB




PLEASE COMPLETE ALL SECTIONS. INCOMPLETE APPLICATIONS WILL BE RETURNED.

MONTHLY INCOME:

SOURCE AMOUNT RECEIVED HOW OFTEN

EMPLOYMENT

ADULT #1:

ADULT #2:

LIST OTHER ADULTS ON SEPARATE PAPER

SOCIAL SECURITY/SSI/SSID

ADULT #1:

ADULT #2:

LIST OTHERS RECEIVING ON SEPARATE PAPER

CHILD SUPPORT/ALIMONY

SNAP BENEFITS (FOOD STAMPS)

NOTE: Does NOT count as income, but may help verify income
eligibility

OTHER (PLEASE DESCRIBE):

PLEASE WRITE A BRIEF SUMMARY EXPLAINING WHY YOU NEED HELP ... PLEASE
USE AS MUCH DETAIL AS POSSIBLE. Use additional paper if needed.

Please select “YES” or “NO” from the following options:

ﬁ YEs |0
Are you currently experiencing or have you recently experienced a

FINANCIAL HARDSHIP, such as a decrease in income or increase in

expenses?
If yes, was the hardship due to COVID?
Are you at risk of housing instability or homelessness?

YOU MUST PROVIDE DOCUMENTATION THAT VERIFIES THE INFORMATION
PROVIDED IN YOUR STATEMENT ABOVE.




PLEASE COMPLETE ALL SECTIONS. INCOMPLETE APPLICATIONS WILL BE RETURNED.

UTILITY CERTIFICATION — ERAP 2 APPLICANTS ONLY

___lam requesting assistance with the following utilities (please provide bills):

___1am DECLINING assistance with my utilities, OR my utilities are included in my rent. | understand that If |
change my mind later, assistance will not be provided for any utilities that pre-date my authorized funding
period.

NOTE: YOU MUST HAVE APPLIED FOR AND USED ANY CASH/CRISIS LIHEAP BENEFIT FOR HEATING BILLS, AS
WELL AS LIWAP FOR WATER/SEWER BILLS BEFORE WE WILL ASSIST WITH THEM. YOU CAN APPLY FOR LIHEAP
AND LIWAP THROUGH THE PA COMPASS WEBSITE.

ATTESTATION/CERTIFICATION
| understand and agree that | am responsible for any fraudulent statements made on this application, even if
the application is being submitted by someone acting on my behalf. | certify that all information that has
been entered is true under penalty of perjury. | understand that the information entered in this application
will be kept confidential and used only to administer benefits. | understand that | may be required to work
with other agencies as a condition of my receiving assistance. | agree to provide upon request any
additional documentation required (pay stubs, lease, recent bills, etc.) to aid in determining eligibility. |
understand that future funding is not guaranteed, and that | may be asked to be responsible for a portion of
my rent/utilities should assistance be approved.

PLEASE REFER TO YOUR “KEEP AT HOME” PACKET FOR A LIST OF REQUIRED DOCUMENTATION TO SUBMIT
WITH YOUR APPLICATION.

Applicant Date

WHAT'S NEXT?

e ALL APPLICATIONS ARE PROCESSED IN THE ORDER IN WHICH THE APPLICATION AND SUPPORTING
DOCUMENTATION IS RECEIVED. IT CAN TAKE UP TO TWO WEEKS FOR AN APPLICATION TO BE
PROCESSED, EVEN IN CASES WHERE THERE IS AN EVICTION OR SHUT OFF NOTICE.

e WE ENCOURAGE YOU TO CONTINUE TO REACH OUT TO OTHER LOCAL AGENCIES FOR ASSISTANCE
WHILE YOUR APPLICATION IS UNDER REVIEW.

e PLEASE SEE THE FREQUENTLY ASKED QUESTIONS SHEET IN YOUR KEEP AT HOME PACKET FOR
ADDITIONAL INFORMATION.




Applicant Name:

ALL ADULT HOUSEHOLD MEMBERS MUST

SE LF_DECLARAT'ON OF INCOM E COMPLETE AND SIGN THIS FORM VERIFYING

THEIR INCOME. PLEASE READ WHAT QUALIFIES
AS INCOME CAREFULLY BEFORE COMPLETING!

This is to certify the income status for the above named individual. Income includes but is not limited to:

The full amount of gross income earned before taxes and deductions.
The net income earned from the operation of a business, i.e., total revenue minus business operating expenses.
This also includes any withdrawals of cash from the business or profession for your personal use.

¢ Monthly interest and dividend income credited to an applicant’s bank account and available for use.
¢ The monthly payment amount received from Social Security, annuities, retirement funds, pensions, disability and

other similar types of periodic payments.
Any monthly payments in lieu of earnings, such as unemployment, disability compensation, SSl, SSDI, and worker's
compensation.
Monthly income from government agencies excluding amounts designated for shelter, and utilities, WIC, food
stamps, and childcare.
Alimony, child support and foster care payments received from organizations or from persons not residing in the
dwelling.
All basic pay, special day and allowances of a member of the Armed Forces excluding special pay for exposure to
hostile fire.

Check only one box and complete only that section

D | certify, under penalty of perjury, that | currently receive the following income:

Source: Amount: Frequency:
Source: Amount: Frequency:
Source: Amount: Frequency:
Applicant Signature: Date:

D | certify, under penalty of perjury, that | do not have any income from any source at this time.

Applicant Signature: Date:

I understand that third-party verification is the preferred method of certifying income for assistance. |
understand self declaration is only permitted when | have attempted to but cannot obtain third party

verification.

Documentation of attempt made for third-party verification:

Staff Signature: Date:




BRADFORD COUNTY HUMAN SERVICES
HOUSING PROGRAM
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

This form is being provided to acknowledge your receipt of our Notice of Privacy
Practices.

What is the Notice of Privacy Practices?
The Notice of Privacy Practices explains how your patient health information may be
used or disclosed by us. In addition, it explains your rights with regard to your patient

health information, as well as our legal responsibilities.
Acknowledgement of Receipt
By signing below, you are acknowledging that the Notice of Privacy Practices has been

provided to you,

1, (client's name)

residing at

(client's address) have received the Notice of Privacy Practices from Bradford County
Human Services, Housing Department.

Signature Date



 RIGHT TO NONDISCRIMINATION .

This Institution.is prohibited from discriminating on the
basle of race, color; natonal origin, disability, age, sex
"and'in’ same cases feligion or palifical hellefs,

Persons with-disabllitles who require altemafive means
of communicatian for program information (e.g: Brallls,
large print,-audlotape, American‘Sign Language, ela:),
should contact the Agency (Stats or local) where they
-applled: for benefits. Additionally, program information
may be mads avallable in fanguages other than:English.

Ta fle a compldlnt of disétimingtion regarding-a program
recefving federal finanlal-asslstance through the.U.S.
Department of Health and Human Serviges (HHS):
(1) fnall; LS. Bepartment of Heslth and Human Seqvices'(HHS)
HHS Director, Offfoe for Civil Rights, Reom 518-F
200 Independence Avenua, SW.
Washington, D.C. 20201; ar
:[2) €al: {202, 818+0403 (Volde) or (B00) 6377657 (TTY).
This-institirtion.|s an-equal oppartunity providec

RIGHT TO GONFIDENTIALITY

We wili keep. your lhfarmiation privita. itwill gily be

used o degldd. which programs you may be'eliglble

for. Apy-perSion knowingly violatiig ahy.of thé.rules

and rggulations of:this dapartriant shall be gullty of a

. misdemeandr and, upidn coriclion shall be sertenced to
-paya fing, not e¥ceeding are tiundred (3100} dbltars, or
‘i undergo-imprisenment, not exceeding six morths, or
bath (62PS: saction 483).

:RESPONSIBILITY TO PROVIDE INFORMATION

You must give true, ¢orrect and completa Inforimation,
You must help in proving the Ihformation, you.glve.
Benefits may-be dented:i you-fall to pravide certaln proof.
If you are contacted by -Department of Human Services
{DHS) orthe Office of State Inspeclor General,.you must
fully cooperate with those persons orinvestigators.

Jonsibilities T

PRIVACY-ACT STATEMENT _
Thercallection of this information, Including the Sodial
Security ntimber' (SSN) of each household mamber, ls
authorized under 42 U.8.C. § 408(c)(2)(C)(-v) and 62
P6.§48220003),

The.Infarmation will be used lo detenmine whether
.Youriousshald s eligible or. continues to.be eliglbte

to participate.In the-Emergency Rental Assistance
Program..We will verify this infarmation-through:
computer matching programs, This' Information will
alsa be used to moniter compliance with program
reguiations and for program:menagemert.- .

This Informelion may be dlsdlosed to, ather tederal
ad-§tate agencles forofficial examinafion, and te liw
énforcamant offlalals far the puposé, of apprehending
pérsans fleeing toavold the:Eaw. Fallure to provide

ap SSK may result inhe denial of Emergency Renfal
Agsistanca o ech Individual falling.t provide:an SSN.
Any SSNs providedwill be.used and digclosed Tn the
same manner as.S8Ns of eligible hausehdld members.
If someons ‘wanls help delfing an SENr

(1) call- 1-800:772-1213 or -800-925-0778 (TTY);.cr

{2) visl-www.ssa.gov.

RIGHT TQ APPEA : ,

Yolt have the right té-as« fora DHS heariiig t appeal
& deiclslon if you Belleve itis-urfalr of Incomect, or If the
provider fills o act on:your applicatian for bensfits. Yoy
may flle the‘appeal at

DHS Officer of Hearings and Appeals:

PO Box 2676

Harrisburg, PA 17105,

I you appeal, you may also request a.conference
bafore the hearing by cantacting the Emergency Rental
Asalsiance Program (ERAP) program manages via
pmall at’ RA-PWERAPQIM@pa.gov: ,

At the héating yoti may represent yourself; of sameona
else;.such.ds a lawyer, friend or felative.may represent
you,.

Srization for Release of information (Tenant only)

assisfance or other housing essistance programs.

| hareby authorize and request the disclosure to the county office any infarmation conceming the age, residence,
citzenship, employment, incoms, and any addltional Infarmation Invalving eliglbillty for the renial and utllity assistance
programs for myself. It is understood that the information ab

tained will only be used for determination of rentalfutility

Signalure of Tonant

Data ¢

Name Printed « Tenant

/% 0707{"0?



Bradford County Human Services
220 Main St., Unit 1, Towanda, PA 18848 (570) 265-1760
Landlords may fax to: 570-265-8541 or email to: bchserap@bradfordco.org

]
CONFIRMATION OF TENANCY — TO BE COMPLETED BY LANDLORD ONLY

Date:

Tenant Name(s):

Address of Rental Unit:

Date Rent is Due Each Month:

Amount of One Month’s Rent: $

Please circle which utilities are included in the rent:

Electric Heat Water Sewer Garbage  Other (explain):

Please indicate which utilities are NOT included in the rent:

Electric Heat Water Sewer Garbage  Other (explain):

Does the tenant receive Section 8 or a housing choice voucher subsidy? YES/NO
If yes, what is the amount that the TENANT is responsible for paying? §$

Complete for ALL tenants

Security Deposit Amount (if still owed by tenant): $
Date Tenant can move into apartment with our guarantee of payment:
Amount of First Month’s rent: $

only

NEW
tenants

DOES THE TENANT OWE ARREARS? (If yes, read below)

REQUIRED
Pleasc attach a detailed billing statement by month, with late fees or other costs

EXISTING
tenants

listed as separate line items. We cannot process payment without this information.

LANDLORD CERTIFICATION — Please read and sign below.

Landlord’s name (please print):
Landlord’s mailing address:

Landlord’s phone number:

Landlord’s email (for notifications about tenant eligibility):

I certify that the above information is true and correct under penalty of perjury, and agree to accept ERAP,
PHARE, or other program funds toward the payment of this rent/security deposit. I acknowledge that as longa s
I have provided a completed and signed W9, payment will be mailed directly to me from the Bradford County
Accounting Department. Payment will guarantee residency for the entire time period for which funding was
authorized, unless the tenant otherwise does not comply with the terms of their lease. I further acknowledge
that I do not expect to receive any additional funding for this tenant’s rent from any source. Payments received
through the above funding sources are intended for the identified tenant only and are not transferrable to other
tenants. Should I evict sooner for reasons other than non-payment of rent, I will return the unused portion of the
rent and/or security deposit to: Bradford County Human Services, Housing, 220 Main Street Unit 1, Towanda,
PA 18848. PLEASE INCLUDE THE TENANT’S NAME IN THE MEMO LINE WHEN RETURNING
FUNDS. Any returned security deposit at any point in the future should also be sent to the above address.
Failure to return unused funds or any overpayments may result in civil or criminal penalties as allowed by law.

LANDLORD SIGNATURE: Date:

PLEASE ATTACH COMPLETED AND SIGNED W-9 UNLESS OUR AGENCY HAS ONE ON FILE



Lardlordl s T !

ATTENTION LANDLORD: THIS FORM MAY BE FAXED TO 570-265-8541 OR EMAILED TO:
BCHSERAP@BRADFORDCO.ORG. WHEN SENDING, PLEASE SPECIFY WHICH TENANT THIS IS FOR, SO WE

- CAN LINK IT UP TO THE CORRECT CHART. THANK YOU.
Form W"g o

(Rev. January 2011)
Depariment of the Treasury
Internal Revenua Senice .

" Request for Taxpayer
Identification Number and Certification

Give Form 1o the
requester, Do not
send to the IRS.

Nama (a3 Shown on your incamg tax rewrnj

Business nme’ldisregatdedgmuymme. il differert from above

 Check appropiiate box for federaltax
classification (required): [} tndividual/sole proprictor

Print or type

D Other (see instructions) ™

D C Corpocalion

D Uimited lfability company. Enter the (ox classification {C=GC corporation, S=S corporation, Paparinership) >

{1 s corporalien ] partneship [ Trusiestate

(| Exempt payes

Mdmss {number, street, and apt. or siifte no)

Requester's name and address {optional) .
Bradford Co. Human Services .

e

iy, sislo, snd Z cods. 7

See Specific Instructions on page 2.

220 Main St., Unit 1
Towanda, PA 18848

Ust account number(s) here (optional)

IE 1 “Taxpayer Tdentification Number (TIN]

Enter your TIN in the appropriale box, The TIN provided must match the name given on the “Name" ine
to avold backup withholding. For individuals, this is your social secusily number {SSN). However, for a ]
resldent afien, sole proptielor, or disragarded entily, see the Part 1 lnstructions on page 3. For other - -
entilies, it is your employer identificalion number (EIN). if you do not have & number, see How fo get a

TIN on page 3.

Note. If the account is in more than one name, see the chart on page 4 for guidefines on whose

number o enter.

Sactal sacurity number

Employar identificatl i

Certlfication

Under penalties of perjury, [ certify that:

1. The number shown on his form is my correct taxpayer identification number {or | am walling fora number to be issuad to me), and

2. | am not subject to backup withholding because: {a) | am exempt from backup withholding, or {b) | have not been notified by the Interal Revenue
Service {IRS] that | am subject lo backup withholdingas a result of a (=iluce to report all interest or dividends, or (¢} the IRS has notified me that {am

no longer subject 1o backup withhalding, and
3. {am a U.S. citizen or other U.S. person (defined below).

Gertification instructions. You must cross out item 2 above If you have been notified by the iRS that you are currenily subject to backup withholding
because you have falled to report all interest and dividends on your tax return, For real estate transaclions, ilem 2 does nol apply. For morlgage
interes! paid, acquisition or abandonment of secured property, cancellation of deht, cantributions to an Individual retirement arrangement (IRA), and
generally, payments other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the

inslructions on page 4.
Sig" i Slgnature of
Hete u.s.person ¥ Dste ¥

General Instructions

Section references are to the internal Revenue Code unless otherwise
noted.

Purpose of Form

A person who Is required to file an information relurn with the IRS must
obtain your correct taxpayer identificalion number (TIN) to report, for
example, income pald lo you, real estate ransactlons, morigage Interest
you pald, acquisition or abandonment of secured properly, cancellation
of debt, or contribulions you made to an IBA.

Use Form W-8 only If you are a U.S. parsan {including a resident
alien), lo provide your correct TIN to the person requesting R (ihe
requester) and, when applicakble, to:

1. Cerlify that the TIN you are glving Is correct {or you are waiting fora
aumber lo be Issued),

2. Certify that you are nol subject to backup withhalding, or

3. Clalm exemption fram backup withhalding if you sre a U.S, exempl
payee. Il applicable, you are also cerlifying thal as a U.S. person, your
allocable share of any parinership income from a U.S: trade or business
is not subject to the withholding tax on foreign pariners’ share of

effectively connected income.

Note. If a requester gives you a form other than Form W-8 to request
your TIN, you must use the requester's form il it is substantially similar
to this Form W-8,

Definition of a U.S. person. For federal tax purposes, you are
considered a U.S. person il you are:

« An individual who s a U.S. cilizen or U.S. resident afien,

« A parinership, corparation, company, o associalfon created or
arganized In the Unlied Staltes ot under the laws of the Uniled States,

« An es'ale {other than a {otelgn estale), or

« A domesiic trust (as defined in Regulations section 301.7701-7),
Special rules for partnerships. Partnerships that conduct a trade or
business in the United States are generally required o pay a withholding
{ax on any foreign partners' share of Income {rom such business,
Further, in cerlain cases where a Form W-9 has not been received, a
parinership is required {o presume that a pariner Is a foreign persen,
and pay the withholding tax. Therefore, if you are a U.S, person that isa
partner in 2 parinership conducting a lrade or business in the Unlted
States, provide Form W-8 to the parnership to establish your u.s.
statiss and avold withhalding on your share of partnership income..

Cat. No. 10231X

Form W-9 (Rav, 1-2011}



PLEASE REFER TO THIS PACKET AS YOU
COMPLETE YOUR APPLICATION.

IT CONTAINS IMPORTANT INFORMATION YOU
MAY NEED:

e Frequently Asked Questions

e Documentation checklist (submit these with
your application)

e Acceptable Proof of Income list

e ERAP 2 Income Guidelines

¢ Privace Practice Notice

¢ Right to Appeal Notice

e Housing Assistance Sheet with other
resources



Bradford & Sullivan County
Mental Health/Intellectual Disabilities/Autism
Early Intervention
220 Main St. Unit #1
Towanda, PA 18848
570-265-1760 Fax: 570-265-8541
bchousing@bradfordco.org

DOCUMENTATION CHECKLIST FOR HOUSING ASSISTANCE APPLICATIONS

PLEASE PROVIDE COPIES OF THE FOLLOWING DOCUMENTS AT THE TIME YOU DROP OFF YOUR
APPLICATION. DO NOT FAX OR EMAIL THE REQUESTED DOCUMENTS.

Photo ID for all adults

Social Security Card or acceptable alternative for all household members including children
Proof of SNAP eligibility

Proof of Income (see separate sheet for acceptable proof of income)
Lease/Renters Agreement (preferred but can waive under some circumstances)
Completed and signed letter of circumstance (attached)

Documents to support letter of circumstance

Completed and signed release of information (attached)

Complete the missing information and/or signatures on application (attached)
Eviction or Shut off Notice

Proof of Bradford County residency

Copies of all utility bills

Tenant Utility Certification Form

W-9 from landlord

Completed and signed Landlord Certification

OOOO00OOOOOo0000dd

Documents must be clear and legible.
WE CANNOT ACCEPT CELL PHONE PHOTOS OR SCREENSHOTS.

Requested documents may be dropped off along with your completed application at our office located at
220 Main Street, Unit 1 (upstairs), Towanda or mailed to:

BRADFORD COUNTY HUMAN SERVICES
ATTN: HOUSING
220 MAIN STREET, UNIT 1
TOWANDA, PA 18848

PLEASE ALLOW UP TO 14 DAYS FOR YOUR APPLICATION TO BE PROCESSED ONCE WE
RECEIVE ALL NECESSARY DOCUMENTATION FROM ALL PARTIES.

If you have any questions, please call (570) 265-1760 during normal business hours.

Rev. 4/19/2022/mes



PROOF OF INCOME

** Other Income form provided by counselor /

TYPES OF INCOME

ACCEPTABLE PROOF

Cash Gifts and Contributions

Use other income form provided by counselor

Child/Spousal Support

Court Award letter, domestic relations printout

Department of Public Welfare (TANF)

Benefits letter, Notice to Applicant Letter

Foster Care

Statement from Social Services

insurance Proceeds

NOT considered income

Military Pay Only if household has access to person’s wages
Pension Copy of check & stub or letter from pension board
Recent loss of ANY type of income Follow No Income Guidelines

Rent paid by HUD NOT considered income

Rental Income

Lease or notarized statement

Reverse Mortgage Income

NOT considered income

Room and Board income

Use Other Income form provided by counselor

Salary/Wages 1. Paystubs to cover last 30 day period
2. Newly employed (less than 30 days)
*must have at least 1 pay stub
*must recertify within 3 months
Self Employed Current Tax Return Documentation

e i.e. Form 1040 and Schedule C

SSl, SS, SSD or Veteran's Benefits

Letter for Social Security Administration
Copy of check or direct deposit statement

Student Loans

NOT considered income

“Under the Table”

Use Other Income form provided by counselor

Unemployment

Letter of Determination

Utility Allowances

NOT considered income

Work Study

NOT considered income

Workers Compensation

Statement from Workers Compensation

If none of the above is available, acceptable proof
is Self-Declaration of Income




Bradford County Human Services — Housing

FREQUENTLY ASKED QUESTIONS

Q: I've filed my housing assistance application, now what can | expect?

A: Applications are reviewed within 30 days of receipt. A copy of the official notice will also be sent to
your landlord if rental assistance or additional information was requested. If there is an eviction notice
and/or utility shut off notice, we will contact your landlord and/or the utility company directly as soon
as a decision is made to provide a pledge.

Q: It’s been 2-3 weeks since | submitted my application and | haven’t heard anything, what
should | do?

A: You may email us at bchserap@bradfordco.org to request an update if you or your landlord
has not been contacted within 30 days of submitting your application. If you do not use email,
you may call (570) 265-1760 and ask for housing to request an update. Because all applications
are processed in the order in which they are received and therefore are filed in chronological
order, it may take a few days for us to complete a search for your application, depending on
where you are at in the cue.

Q: | have an eviction or shut off notice. Will my application be processed in time to prevent
this from happening?

A: While we make every attempt to process applications as quickly as possible, we cannot guarantee
that every application will be processed in time to prevent an eviction filing or utility shut off from
occurring. You can help expedite your application by providing all required documents as soon as
possible after you complete an application for assistance. We encourage ALL applicants to use other
community resources to avoid disconnection or eviction from occurring while they are awaiting
processing of their ERAP application. A listing of additional resources can be found in this “keep at
home” packet.

Q: What documentation do you need to process my application?

A: At the time of your application, you should be prepared to provide the following: photo ID for all
adults, social security cards or equivalent for all household members, including children, proof of income
for the past 30 days (pay stubs, etc.), a copy of your lease or rental agreement if you have one, and
copies of all utility bills. Additional documentation will be required, depending on the grant you are
applying for.

Q: Who do | contact if | have any questions later?

A: You may call housing at 570-265-1760, or email bchserap@bradfordco.org Please be patient. We
will return your call as quickly as possible, generally within 1-2 business days. Please do not leave more
than one voice mail, as this will only delay our ability to respond.

Q: What are your hours of operation?

A: Bradford County Human Services is open Monday through Friday 8 a.m. to 4:30 p.m. We are closed
for all major holidays. Due to an extremely high application volume, the housing department (ERAP 2
program) is currently closed to the public on Fridays in order to help expedite application processing.



Tenant Keep S

NOTICE OF YOUR RIGHT TO APPEAL

You have the right to request a hearing to appeal a decision if you believe it is
unfair or incorrect.

Step 1 - Request an information review by contacting;:

Bradford County Human Services
Attn: Housing

220 Main Street, Unit 1

Towanda, PA 18848

(570) 265-1760

If you still disagree or feel you have been discriminated against, you may
request a hearing with the fair housing officer. This request must be in
writing, and may be sent to:

Bradford County Fair Housing Officer
Megan Johnson

301 Main Street

Towanda, PA 18848

If you still disagree, you have the right to ask for a DHS hearing to appeal a
decision if you believe it was unfair or incorrect. You may file an appeal at:

DHS Office of Hearings and Appeals
PO Box 2675
Harrisburg, PA 17105

If you appeal, you may also request a conference before the hearing by
contacting the ERAP program manager via email at: ra-pwerapoim@pa.gov.

At the hearing you may represent yourself, or someone else, such as a lawyer,
friend, or relative may represent you.
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Attachment A

Notice of Privacy Practices

CLIENT COPY

This notice describes how medical information about you may be used and disclosed and how you can get access o this

information. Please review it carefully

.BRADFORD COUNTY HUMAN SERVICES —
INTELLECTUAL DISABILITIES PROGRAM HAS
A LEGAL DUTY TO SAFEGUARD YOUR
PROTECTED HEALTH INFORMATION (PHI).

All employees, volunteers, staff, doctors, health
professionals and other personnel are legally required
to and must abide by the policies set forth in this
notice to protect the privacy of your health
information.

This protected health information, or PHI for
short, includes information that can be used to
identify you. We collect or receive this information
about your past, present, or future health condition
to provide health care to you, or to recelve payment
for this health care.

We must provide you with this notice about our
privacy practices that explain how, when and why we
use and disclose (release) your PHI. With some health
exceptions, we may not use or release any more of our
PHI than is necessary to accomplish the need for
information. We must abide by the terms of the notice
of privacy practices currently in effect.

We reserve the right to change the terms of this notice
and our privacy policies at any time. Any changes to
this notice will apply to the PHI already in existence.
Before we make any change to our policies, we will
promptly change this notice and post a new notice in
our lobby. You can also request a copy of this notice
from the contact person listed at the end of this notice
any time.

WE MAY USE AND RELEASE YOUR
PROTECTED HEALTH INFORMATION for
many different reasons. The Commonwealth of
Pennsylvania provides a broad range of services
through a wide variety of health and human services
programs. If you receive services from a
Commonwealth program, the Commonwealth
program may use your protected health information
and disclose it to other Commonealth health and
human services programs and outside the
Commonwealth. For some of these reasons we will
need your permission for & specific signed
authorization. Below, we describe the different
categories of when we use and release your PHI, give
you some examples of each category and tell you
when we need your permission.

WE MAY USE, OR DISCLOSE YOUR
PROTECTED HEALTH INFORMATION FOR
TREATMENT, PAYMENT, OR HEALTH CARE
OPERATIONS, YOUR CONSENT IS NOT
REQUIRED FOR THESE PURPOSES,

For Treatment. We may release your PHI to
physicians, nurses, medical students, and other health
care personnel and agencics and business associates
who provide or are involved in your heaith care. For
example, if you are being treated by one program,
which sees a need for other services, we may release
your PHI to other county departments/programs in
order to coordinate your care. ]

To obtain payment for treatment. We may use and
release your PHI in order to bill and collect payment
for services provided to you. It is important that you
provide us with correct and up-to-date PHI. For

example, we may release portions of you PHI with our

billing department and you health pian to get paid for

the health care services we provided to you. We may
also relcase your PHI to our business associates, such
as billing companies, claims processing companies
and others.

To run our health care business. We may release
your PHI in order to operate our facility in compliance
with healthcare regulations. For example, we may use
your PHI to review the quality of our services and to
evaluate the performance of our staff in caring for you.
WE ALSO DO NOT REQUIRE YOUR
CONSENT TO USE OR RELEASE YOUR PHL
When federal, state or local law, judicial or
administrative proceedings, or law enforcement
agencies request your Protected Health
Information.

We release your protected health.information only
when a law requires that we report information to
government agencies or law enforcement personnel.
For example, we would notify the appropriate
authorities about victims of child abuse, or neglect.
We would also notify Law Enforcement officials
about the following: for notification and identification
purposes when a crime has occurred; in missing
person cases, or when ordered in a judicial or
administrative proceeding.

For public health activities. We report information
about births, deaths, and various discases to
government officials in charge of collecting that
information and we provide coroners, medical
examiners, and funeral directors necessary information
relating to an individual’s death.

For purposes of organ donation. For patients that
have previously agreed to organ donation, we may
notify organ procurement to assist them in organ, eye
or tissue donation and transplants.

To avoid harm. In order to avoid a serious threat to
health or safety of a person or the public, we may
provide your demographic PHI to law enforcement
personnel or persons able to prevent or lessen such
harm.

For worker’s compensation purposes. We may
release you PHI in order to comply with worker’s
compensation laws. If you do not want worker’s
compensation notified, alternate insurance or payment
information must be supplied.

For appointment reminders and health-related
benefits and services, We may use you demographic
PHI to contact you as a reminder that you have an
appointment or to recommend possible treatment
options or alternatives that may be of interest to you.
For fundraising activities. We may use your
demographic PHI to communicate with you to raise
funds for our healthcare system. The money raised
through these activities is used to expand and support
the health care services and educational programs we
provide to the community. If you do not wish to be
contacted as part of our fundraising efforts, please
contact the person listed at the end of this notice.

For health oversight activities, We may use PHI and
may disclosed PHI to a health oversight agency for
oversight activities authorized by law, including
audits; civil, administrative, or criminal investigations;
inspections; licensure or disciplinary actions; civil,
administrative, or criminal proceedings or actions; or
other activities necessary for oversight of the health



Attachment A

care system, government benefit programs, or entities
subject to government regulation or civil rights laws.
YOU HAVE THE OPPORTUNITY TO AGREE
TO OR OBJECT TO THE FOLLOWING:

1. Patient Directories. We may include your name,
location in our facility, and your general condition in
our patient directory, to direct visitors who ask for you
by name. We may also include your religious
affiliation for use by clergy, unless you object in
whole or in part. Your choice to object may be made
at any time.

2. Information shared with family, friends, or
others. We may release your PHI to a family member,
friend, or other person that you indicate is involved in
your care or the payment for your health care, unless
you object in whole or in part. Your cheice to object
may be made at any time. You will be notified if one
of the persons asks to access your PHL

YOUR PRIOR WRITTEN AUTHORIZATION IS

REQUIRED FOR ANY USES AND
DISCLOSURES OF YOUR PROTECTED
HEALTH INFORAMTION NOT INCLUDED
ABOVE. We will ask for your written authorization
before using or releasing any of your PHI except as
previously stated, or in an emergency situation. If you
choose to sign an authorization to release your PHI,
you may later cance! that authorization in writing.
This will stop any futures release of your PHI for the
purposes your previously authorized.

YOUR RIGHTS REGARDING YOUR
PROTECTED HEALTH INFORMATION

You have the right to request limits on how we use
and release your PHI If we accept your request, we
will put any limits in writing and abide by them except
in emergency situations. You may not limit PHI that
we are legally required or allowed to release.

You have the right to choose how we communicate
PHI to you, All of our communications to you are
considered confidential, You have the right to ask that
we send information to you to an alternative address
(for, example, email instead of regular mail). We must
agree to your request so long as we can easily provide
it in the format you requested. Any additional
expenses will be passed onto you for payment.

You have the right to see and get copies of your
PHI.

You must make the request in writing, We will
respond to you within 30 days after receiving your
written request. In certain situations, we may deny
your request. If we do, we will teli you in writing why
we denied your request. You have the right to have the
denial reviewed. We will choose a licensed healthcare
professional to review your request and the denial.
The person conducting the review will not be the
person who denied your first request. You can request
a summary or a copy of the entire medical record as
long as you agree to the cost in advance. If your
request to see the medical information is approved, we
will arrange this in accordance with established
hospital policy. Please submit all requests for this
information to the supports coordinator.

You have the right to get a list of instances of when
and to whom we have disclosed your PHIL This list
will not include uses you have already authorized, or

CLIENT COPY

those for treatment payment or operations. This list
will not include uses made for national security
purposes, to corrections or law enforcement personnel,
if you were in custody, or disclosures made before
April 14, 2003. We will respond within 60 days of
receiving your request. The list we will provide will
include the last six years of activity unless you request
a shorter time, The list will include dates when your
PHI was released and why, with whom your PHI was
released (including their address if known), and a
description of the information released. The first list
you request within a 12-month period will be free,
You will be charged a reasonable fee for additional
lists within that time frame, Please submit all requests
for this information to the Director of the
INTELLECTUAL DISABILITIES Program.
You have the right to correct or update your PHL
If you believe there was a mistake in your PHI or that
a piece of important information is missing, you have
the right to request that we correct the existing or add
the missing information. We can do this for as long as
the information is retained by our facility. You must
provide the request and your reason for the request in
writing. We will respond within 60 days of receiving
your request. If we deny your request, our written
denial will state our reasons and explain your right to
file a writien statement of disagreement. If you do not
file a written statement of disagreement, you have the
right to request that your request and our denial be
attached to all futures uses or releases of your PHL If
we approve your request, we will make the change to
your PHI, tell you that we have done it, and tell others
that need to know about the change or amendment to
your PHI. Please submit all requests for amendments
to the supports coordinator.
You have the right to get this privacy notice by
email.
Even if you agreed to receive notice by email, you
also have the right to request a paper copy of this
notice.
HOW TO VOICE YOUR CONCERNS ABOUT
OUR PRIVACY PRACTICES: If you think that we
may have violated your privacy rights, or you disagree
with a decision we made about access to your PHIL,
you may file a complaint with the person listed below
or with the Secretary of the DHHS:
PERSON TO CONTACT FOR INFORMATION
ABOUT THIS NOTICE OR TO VOICE YOUR
CONCERNS ABOUT OUR PRIVACY
PRACTICES:
Director, INTELLECTUAL DISABILITIES Program
(570) 265-1760 You will not be penalized
for filing a complaint.
EFFECTIVE DATE OF THIS NOTICE: This
notice went into effect on June 11, 2003.



