
To be eligible for a PSH transfer, the participant must meet HUD eligibility criteria. Use part 2 of the
Chronic Homeless Verification Packet to verify your participant’s eligibility. 

Rule 1: Disability Verification (Part 1) - The participant must have a qualifying disability (long-
continuing, impedes independence, improved by housing) that is verified in one of the formats
below: 

Attachment I: Verification signed by a licensed medical professional (LCSW, MD, etc.) OR 

SSA Disability Award Letter: Include a copy of the letter or disability checks in the packet OR 

Attachment II: Temporary 45-day third‑party documentation to use while you’re working on

obtaining official verification of disability (e.g., award letter, verification signed by licensed

medical professional). Verification must be obtained within 45 days of enrollment.

Rule 2: Homelessness Verification (Part 2) - The participant must meet the Chronic Homelessness
timeline criteria: 

Option A (Continuous): Homeless continuously for at least 12 months. 

Option B (Episodic): At least 4 separate occasions in the last 3 years that total 12+ months. 

Note on Breaks: A break is 7+ consecutive nights in housing (e.g., staying with family or

friends, couch-surfing, paying for motel or hotel) OR 90+ days in an institution (e.g., jail,

hospital, mental health or substance use treatment facility). 

Verification methods:

HMIS Record: attach a screenshot of your participant’s record

Attachment III: Third-party verification (shelter staff, outreach worker, businesses, community

member). 

Attachment IV: Self-certification (should be used only when 3rd party cannot be obtained)

Important reminders to keep in mind when building the chronic homelessness
timeline

Homelessness must be verified for the period immediately prior to program entry.

Verification should cover every month in the timeline, with no gaps in documentation. Each

month must be documented, either as part of a homeless episode or as a break in homelessness.

Only one day in the month is enough to verify a homelessness episode for the entire month.

Breaks must be recorded through the self-certification attachment.

Please note HUD guidance released in November 2016 regarding homeless documentation:

100% of households served can use self-certification for 3 months of their 12 months.

75% of households served need to use 3rd party documentation for 9 months of their 12

months.

25% of households served can use self-certification as documentation for any and all months.

Chronic Homelessness Verification Packet:
 Guidelines



Applicant Name:

Agency:

Agency Staff:

Staff Email: Staff Phone #:

☐ HMIS ID: _____________________
☐ ICarol ID (If referred from a DV program): _________________
☐ Applicant has requested not to be entered into HMIS

Household Size: ☐ Family | ☐ Single | ☐ Couple

Part 1: Disability Verification

Chronic Homelessness Verification Packet 
The next two pages should be completed by agency staff

Qualifying Disability Criteria (Must check all): I certify that the applicant’s disability is expected to: 

☐ Be of long-continuing or indefinite duration;

☐ Substantially impede the ability to live independently; AND

☐ Be improved by the provision of suitable housing.

1A. Diagnosis of Disability: Applicant or head of household has one or more of the following
diagnosed disabilities:

☐ Mental health disorder

☐ Substance use disorder

☐ Co-occurring mental health and

substance use disorder

☐ HIV/AIDS

☐ Physical disability

☐ Developmental disability

☐ Other:

1B. Diagnosis of Disability Documentation (choose one of the options below):

☐ Written verification from a professional licensed by the state to diagnose and treat the disability

[Use Attachment I]

☐ Written verification from the Social Security Administration (e.g., Disability Award Letter, copies of

disability check) [Attach document to packet]

☐ Outreach Worker observation confirmed by a temporary Certification of Disability form.

Verification must be obtained within 45 days of enrollment. [Use Attachment II]

To proceed filling out the packet, all boxes above must be checked.



Part 2: Evidence of Current & Long-term Homelessness 

Episode or
Break

Start Date
End

 Date

#
Months
Verified

Homeless Situation (when possible, please
include location)

Verification Type

HMIS 3rd Party
Self-

Certification

☐ Episode
☐ Break ☐ ☐ ☐

☐ Episode
☐ Break ☐ ☐ ☐

☐ Episode
☐ Break ☐ ☐ ☐

☐ Episode
☐ Break ☐ ☐ ☐

☐ Episode
☐ Break ☐ ☐ ☐

☐ Episode
☐ Break ☐ ☐ ☐

☐ Episode
☐ Break ☐ ☐ ☐

☐ Episode
☐ Break ☐ ☐ ☐

☐ Episode
☐ Break ☐ ☐ ☐

☐ Episode
☐ Break ☐ ☐ ☐

Total number of months for
homelessness episodes

Important note: A minimum of 12 months of homelessness is required for chronic
homelessness verification

Staff Name: Date:

Signature:

Eligibility Pathways - Check the box below that best describes your applicant’s homeless history:
☐ A. Continuous: Homeless continuously for at least 12 months.
☐ B. Episodic: At least 4 separate occasions in the last 3 years, totaling at least 12 months.

How to fill out the
Chronic 

Homelessness
Timeline:

Chronological Order: Start with the most recent episode in the first row and work backwards
Duration: At least 12 months within the last 3 years must be verified
Record Breaks: A break is 7+ consecutive nights in housing (staying in friends or family
house, hotel, rental, etc.) OR 90+ days in an institutional setting (e.g., jail, hospital, etc.)
Specific for Transfer Participants: The first row should reflect the homeless status at the
time of current project entry (no need to list current housing)



What is this form?
You are being asked to complete the attached Verification of Disability Form for your patient listed in

Section 1 on the next page.

This form is used by local housing programs to determine whether an applicant meets the disability

requirement for Permanent Supportive Housing (PSH)  and related housing resources. This is not a

Social Security (SSDI/SSI) disability form and not an evaluation of work capacity. It will not be used to

decide if the person can work or is eligible for income benefits.

1

What is your role as a licensed medical provider?
Your role in this document is to confirm that the individual has a qualifying, long-term medical, mental

health, or substance use condition and that this condition affects their ability to live independently

and maintain stable housing without support. 

The information you provide will be used to verify eligibility for PSH and similar housing programs.

What are you being asked to certify?

In Section 2 of the Verification of Disability, please:

Confirm the diagnosis/condition: Check the disability descriptions that accurately reflect the

patient’s condition.

Confirm the disability type: Select the primary disability category (or categories) that best

describes the patient.

Confirm your credentials: Complete the box that reflects your professional credential.

ATTACHMENT I - VERIFICATION OF DISABILITY
Verification of Disability for Permanent Supportive Housing (PSH)

Permanent Supportive Housing (PSH) is long-term, affordable housing combined with ongoing support services (such as case management,
behavioral health care, and linkage to medical treatment) for people who are homeless or at risk of homelessness and who have a long-term
disability that substantially interferes with their ability to live independently without support.

1

Important Reminders:

You should only verify conditions that you are licensed to treat and

diagnose.

Information will be kept confidential and used only for eligibility and

care coordination, consistent with applicable privacy laws.

Provide only the information requested on the form. There is no need to

share detailed medical records or information beyond what is asked.



Applicant Name:

Agency: Agency Address:

Agency Contact Staff:

Staff email: Staff Phone #:

Section 1: To be completed by agency 

Section 2: To be completed by licensed medical professional

Please select all that apply:

☐ A disability that meets the Social Security act definition : a medically determinable physical or mental

impairment that prevents substantial gainful activity and has lasted, or is expected to last, at least 12

months.

1

☐ A physical, mental, or emotional impairment that is long-term or of indefinite duration, substantially

impedes the individual’s ability to live independently, and is of a nature that this ability could improve

with more suitable housing conditions.

☐ A developmental disability, as defined in federal law , meaning a severe, chronic disability attributable

to a mental or physical impairment (or a combination of both).

2

☐ The disease of acquired immunodeficiency syndrome (AIDS) or any condition resulting from the virus

that causes AIDS. [To be completed by licensed medical professional]

Licensed Professional Name:

License #: Phone #:

Practice Name: Agency Address:

Signature: Date:

Client Authorization for Release of Information 

I, ____________________________________________________________ (Applicant Name), authorize the release of

information requested in this form for the purpose of verifying my eligibility for housing assistance and

related services.

Applicant Signature: _____________________________________________________________Date: ________________________

ATTACHMENT I - VERIFICATION OF DISABILITY
Verification of Disability for Permanent Supportive Housing (PSH)

[1] Section 223(d) of the Social Security Act
[2] Section 102(8a) of the Developmental Disabilities Assistance and Bill of Rights Act

Disability information - please select all that apply: 

☐ Physical disability
☐ Developmental disability
☐ Co-occurring mental health and substance use disorder

☐ Mental health disorder
☐ Substance use disorder
☐ HIV/AIDS

☐ Psychiatrist
☐ Physician
☐ Physician’s assistant

Credential - please check the appropriate box: 

☐ CNP
☐ Psychologist
☐ CADC

☐ Nurse practitioner
☐ LCSW
☐ LCPC



Section 1: To be completed by agency

Applicant Name: HMIS #:

Agency: Agency Address:

Agency Contact Staff:

Staff Email: Staff Phone #:

☐ Based on my professional knowledge and/or credible information available to me, the participant
named above has a disability that is expected to be of a long continued and indefinite duration, and
substantially impedes their ability to live independently.

☐ This third-party certification does not replace standard, required documentation of disability (e.g.,
medical records, Social Security Administration documentation, or verification by a licensed
professional).

☐ No later than 45 days after the participant’s enrollment, the program must obtain acceptable
documentation of disability and place it in the participant’s file.

☐ This form is temporary and may not be used to support program eligibility beyond the 45-day period
after enrollment if required documentation is not obtained. In such cases, the case must be reviewed
according to program policies and applicable regulations.

Section 2: Certification & Signature

Staff Name: Date:

Staff Signature:

ATTACHMENT II: THIRD-PARTY TEMPORARY 
VERIFICATION OF DISABILITY

Only complete this form if you do not have disability documentation, but are working to obtain it

Please check ALL the boxes below before signing:
I understand and acknowledge that:

I certify that the information provided on this form is true and complete to the best of my knowledge
and belief.



Section 1: To be completed by agency and applicant

Applicant Name:

Agency: Agency Staff:

Staff Email: Staff Phone #:

Client Authorization for Release of Information 

I, ____________________________________________________________ (Applicant Name), authorize the release of

information requested in this form for the purpose of verifying my eligibility for housing assistance and

related services.

Applicant Signature: _____________________________________________________________Date: ________________________

Housing provider is seeking verification for the following occasions of homelessness:

(1) Between__________________ and___________________

(2) Between__________________ and___________________

(3) Between__________________ and___________________

Section 2: To be completed by the third-party verifier

Verifier’s Name:

Phone #: Email:

Affiliation – Select all that may apply:
☐ Street Outreach Team
☐ Emergency Shelter Staff
☐ Medical / Mental Health Provider / Institution
☐ Law Enforcement / Corrections

☐ Faith-Based Organization
☐ Case Manager / Social Worker
☐ Community Member
☐ Service provider
☐ Other: _________________________________________

Start Date
End

 Date Location Type
Homeless Situation (when possible, please

include location)

☐ Emergency Shelter
☐ Institutional care facility*
☐ Place not meant for human habitation**

☐ Emergency Shelter
☐ Institutional care facility
☐ Place not meant for human habitation

☐ Emergency Shelter
☐ Institutional care facility
☐ Place not meant for human habitation

   I certify that I have either personally observed the participant residing in the locations described above or have access to
agency records that verify the participant’s homeless status. 

Signature of Verifier: _____________________________________________________Date: _________________________

ATTACHMENT III: THIRD-PARTY HOMELESSNESS VERIFICATION 

List below occasions when you directly observed or have records confirming the participant’s
homelessness.

*A jail, substance abuse or mental health treatment facility, hospital, or other similar facility; stay must be less than 90 days
**Place not designated for or ordinarily used as regular sleeping accommodation e.g., car, park, abandoned building, bus/train station, encampment.



Section 1: To be completed by applicantApplicant Name: Date of Birth:

Applicant Email: Applicant Phone #:

Episode or
Break

Start Date End Date
# of

months

Description of livingconditions
(car, friends or family house, in a
tent, in the open, hospital etc.):

Location (address, name of public
space, street name, landmark,

etc.):

☐ Episode
☐ Break

☐ Episode
☐ Break

☐ Episode
☐ Break

☐ Episode
☐ Break

☐ Episode
☐ Break

☐ Episode
☐ Break

☐ Episode
☐ Break

☐ Episode
☐ Break

Total months of homelessness

To the best of my knowledge and ability, I certify that all the information provided in this document
is true and complete.

Applicant Signature: Date:

Staff Signature: Date:

ATTACHMENT IV: CHRONIC HOMELESSNESS SELF-CERTIFICATION
To be completed by the applicant, with support from agency

Please use this form to describe your past housing history, for example:

An episode: Location and period when you were experiencing homelessness, for example staying
in a shelter, living in a car, encampment, abandoned building, tent, etc.

A break: A period when you had a place to stay for more than 7 nights, for example couch-
surfing, staying with a friend or a family member, staying in a hotel or motel paid by yourself.

A break: A period when you were admitted to an institution such as a hospital, medical care
facility or a jail for more than 90 days.
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