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MSHDA HOME - ARP 
Homelessness Prevention Program (HPP) 


1. Eligibility Certification
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Participant Information 
Participant Name: HSS#:  


Instructions: This form is to be completed by Housing Stability Services (HSS) staff to certify households receiving 
services through the MSHDA HOME-ARP, Homelessness Prevention Program (HPP). To ensure eligibility, households 
are required to meet the qualifying population criteria of one of the options below and provide the proper 
documentation to support the housing status in the participant file. To complete this form, select one Option and 
provide all required supporting documents. Unless otherwise noted, the general order of priority for obtaining evidence 
is third-party documentation first, intake worker observations second and certification by the individual or family seeking 
assistance third. 


Criteria for Homelessness Prevention 


Option #2


 Option #1


o Verification of Income
o Termination of housing or living situation must be third-party written verification that includes a copy of


a money judgment, or evidence of rental cost owed to a landlord or leasing agent.


I certify that, to the best of my knowledge and belief, all the information presented and attached to this form is true, 
accurate, and complete. I certify that, to the best of my knowledge and belief, that the individual or family above meets 
all eligibility requirements for Homelessness Prevention services and that I am not related to the individual or family 
through family, business, or other personal ties. I certify that neither I nor anyone related to me has received or will receive 
any financial benefit for this eligibility determination. I understand that fraud is investigated by the Department of Housing 
and Urban Development, Office of Inspector General, and may be punished under Federal laws to include, but not limited 
to 18 U.S.C. 1001 and 18 U.S.C. 641. I also understand that if any of these certifications are found to be false, I will be 
subject to criminal, civil, and administrative penalties and sanctions. 
Staff Signature: Date: 


Staff Supervisor Signature: Date: 


Agency/Staff Certification 


o Verification of Income
o Termination of housing or living situation must be third party written verification that includes a copy of


court ordered summons, complaint or judgment, money judgment, notice to quit or eviction notice.


An individual or family who has an annual income that is less than or equal to 50% of the area median income, 
as determined by HUD; 


An individual or family who does not have sufficient resources or support networks, e.g., family, friends, faith 
based or other social networks, immediately available to prevent them from moving to an emergency shelter or 
another place described in paragraph (1) of the “Homeless” definition in  24 CFR 91.5.; and


Has received a money judgment from a previous eviction, preventing a move into new and permanent housing. 
Required  Documentation:


An individual or family who has an annual income that is less than or equal to 50% of the area median income, 
as determined by HUD;


An individual or family who does not have sufficient resources or support networks, e.g., family, friends, faith 
based or other social networks, immediately available to prevent them from moving to an emergency shelter 
or another place described in paragraph (1) of the “Homeless” definition in  24 CFR 91.5.; and
Has been notified in writing that their right to occupy their current housing or living situation will be terminated 
within 21 days of this assessment. 
Required  Documentation:



https://www.ecfr.gov/current/title-24/subtitle-A/part-91/subpart-A/section-91.5
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MSHDA HOME - American Rescue Plan (ARP) 
Homelessness Prevention Program (HPP) 


1a. Self-Certification of Eligibility
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Participant Information 
Participant Name:  HSS#:  


Address:  City:  State:  Zip Code:  


Phone #:  Email:  


Instructions: This form is to be completed by participants when the participant is unable to provide required 
verifications or documents, and self-certification is the only way the agency can verify information related to the HPP 
eligibility. Ask the participant to check any/all applicable boxes below that apply to their current situation and to 
provide as much information as possible. This form must be retained in the participant file. 


Self-Certification 
  Lack of sufficient financial resources and/or support networks and no subsequent residence has been identified 


  Fleeing domestic violence   Living on the street or in shelter   Exiting from institution 


  Other (please describe):  


Please provide as much information as you can related to the verification:  


Participant Certification 
I certify, under penalty of perjury, that the information I have provided on this form is true, accurate, and complete, to the 
best of my knowledge, and that I do not have any documents or forms in my possession, nor am I able to obtain such 
documents to verify homelessness, at-risk of homelessness, income or other information hereby provided. 
Participant Signature: Date: 


Agency/Staff Certification 
I certify that I understand that third-party verification is the preferred method of certifying homelessness for an 
individual or family who is applying HPP assistance and that self-certification is only permitted when I have 
attempted to but cannot obtain such verification. I certify that, to the best of my knowledge and belief, all the 
information presented and attached to this form is true, accurate, and complete. 
Staff Signature: Date: 


Staff Name:  
 WARNING:  Section 1001 of Title 18 of the U.S. Code makes it a criminal offense to make willful false statements 
or misrepresentations to any department or Agency of the United States as to any matter within its jurisdiction. 





		Participant Name: 

		HMIS: 

		Address: 

		City: 

		State: 

		Zip Code: 

		Phone Number: 

		Email: 

		Lack of sufficient financial resources andor support networks and no subsequent residence has been identified: Off

		Fleeing domestic violence: Off

		Living on the street or in shelter: Off

		undefined: Off

		Other please describe: 

		undefined_2: Off

		Please provide as much information as you can related to the verification: 

		Date_2: 

		Staff Name: 

		Clear Form: 

		Text5: 

		Date: 

		Text6: 








MSHDA HOME - American Rescue Plan (ARP) 
Homelessness Prevention Program (HPP) 


2. Verification of Income
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Participant Information 
Participant Name:  HSS #:  


Instructions: Income must be verified for all household members age 18 or older. This form must be completed by 
Housing Stability Services staff for each household member age 18 or older and kept in each program 
participant’s file. Housing Stability Services staff must record all attempts (phone logs, email correspondence, 
copies of certified letters, etc.) to obtain required verifications in the order specified below and document 
income eligibility within the HPP Income Eligibility Worksheet. 
Note:  ALL household members age 18 or older with zero income must complete Step 5. 


Step 1. Third-Party Source 
Were income verification documents provided by the participant? 


Yes – Complete 3. HPP Application of Financial Assistance         
No – Proceed to Step 2. Third-Party Written 


Step 2. Third-Party Written 
Send 2b. HPP Third Party Verification of Income to Income Source(s) and retain a copy in the participant file. 


Date form(s) were sent:  


Documents received within 10 business days – Complete 2a. HPP Income Eligibility Worksheet   
Documents not received within 10 business days – Proceed to Step 3. Third-Party Oral 


Step 3. Third-Party Oral 
Program staff contacts Third-Party Income Source(s) identified by the household. 


Record date, source(s) contacted and income information or reason(s) for not obtaining information. 


If sufficient income information is provided, complete HPP Income Eligibility Worksheet; otherwise, proceed to Step 
4. Self-Certification.


  I certify that, to the best of my knowledge and belief, all the information presented and attached to this form is 
true, accurate, and complete. 


Staff Signature: Date:  


Staff Name:  


Step 4. Self-Certification of Income 
ONLY use if Third-Party Verification of Income cannot be obtained and Steps 1, 2 and 3 above have been documented. 


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


Source:  Amount:  $ Frequency:  


Source:  Amount:  $ Frequency:  


Source:  Amount:  $ Frequency:  


Participant Signature: Date:  


Step 5. Self-Certification of Zero Income 
  I certify, under penalty of perjury, that I do not have income from any source at this time. 


Participant Signature: Date:  


Agency/Staff Certification 
I understand that third-party verification is the preferred method of certifying income for HPP assistance. I 
understand self-certification is only permitted when I have attempted to but cannot obtain third-party verification. 
Staff Signature: Date:  


Staff Name:  
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Participant Information 
Participant Name:  


Instructions: This form is to certify the income received by the individual above, for purposes of participating in the 
HPP program. This information will be used only to determine the eligibility and level of benefit(s) the household may 
receive. Please complete only the selected section below that includes an authorization to release information. 
 Please return this form to: 
Name:  Title:  


Address:  


Phone:  Fax:  Email:  


 Employment Income 
Participant Release:  I hereby authorize the release of the following employment information. 
Participant Signature: Date:  
Employer Representative to complete this section: 
Employer Name:  Employment Dates:  


Payment Amount:  $   Weekly   Bi-Weekly   Monthly   Other:  


Average Hours Worked:     Weekly   Bi-Weekly   Monthly   Other:  


Additional compensation please specify (if any):  


Probability of continued employment:  
Employer Certification: 
Printed Name:  Title:  


Address:  


Phone:  Fax:  Email:  


Authorized Employer Representative Signature:  Date:  


 Payments and/or Benefit Income (complete one form for each distinct source of income for person named above) 


CHECK ONE:  Social Security/SSI  Pension/Retirement  TANF 
 Public Assistance  Unemployment Compensation  Workers Compensation 
 Alimony Payments  Foster Care Payments  Child Support Payments 
 Armed Forces Income 
 Other (please specify):  ___________________________________________________________________ 


Participant Release:  I hereby authorize the release of the following payment and/or benefit information. 
Participant Signature: Date:  
Payment Source Representative to complete this section: 
Payment or Benefit Amount:  $   Weekly   Bi-Weekly   Monthly   Other:  


The expected duration of the payment or benefit is:  
Payment Source Certification: 
Printed Name:  Title:  


Address:  


Phone:  Fax:  Email:  


Authorized Payment Source Representative Signature:  Date:  


MSHDA HOME - American Rescue Plan (ARP) 
Homelessness Prevention Program (HPP) 


2b. Third Party Verification of Income
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1. Tenant Information
Full Name (Head of Household) Date of Birth (mm/dd/yyyy) Social Security Number 


Phone Number Contact name and number to leave messages Email Address 


Full Name Date of Birth (mm/dd/yyyy) Social Security Number 


Full Name Date of Birth (mm/dd/yyyy) Social Security Number 


*Complete additional pages below as needed to respond for all household members


3. Household (Contract Unit) Address
Address (number, street, and apt. or suite no.) City State Zip Code 


County Current Monthly Rent  (If subsidized—list only your tenant portion) 


4. Landlord Information
Name Phone Number Email Address 


5. At Risk of Homelessness and Months Requested


Are you at risk of homelessness or housing instability if you do not


List the months for which rental/utility arrears are due. Note that HPP 
can only cover up to 6 months of rental arrears.


HSS #: 


2. Household Information


Total number of people currently living in the home:_______________________ 


List all household members: 


MSHDA HOME - American Rescue Plan (ARP) 
Homelessness Prevention Program (HPP) 


3. Application for Financial Assistance


Full Name Date of Birth (mm/dd/yyyy) Social Security Number 


Full Name Date of Birth (mm/dd/yyyy) Social Security Number 


7. Tenant Signature
I certify that, to the best of my knowledge and belief, all the information presented and attached to this application is true, correct, and complete in every 
respect; fully discloses my household income from all sources; and accurately represents my/our current living circumstances. I understand providing 
false statements or information is grounds for denial of program assistance and potential state or federal prosecution. I authorize MSHDA, and any of 
its authorized representatives to verify the information provided in this application is true and correct. I also understand that additional information might 
be required to move forward with this program and/or verify my eligibility for assistance. 
Tenant Signature Date 


Total amount of Rental/Utility Arrears: 







Full Name Date of Birth (mm/dd/yyyy) Social Security Number 


Full Name Date of Birth (mm/dd/yyyy) Social Security Number 


Full Name Date of Birth (mm/dd/yyyy) Social Security Number 


Full Name Date of Birth (mm/dd/yyyy) Social Security Number 
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The purpose of this agreement is to assist the individual or head of household (Tenant) identified below to maintain a 
lease in a decent, safe and sanitary dwelling unit from the Owner/Landlord. The MSHDA HOME-ARP HPP will make 
rental arrears payments to the Owner/Landlord on behalf of the Tenant in accordance with this Agreement. Please note: 
This Agreement does not take place of the lease, or vice versa. 


This Agreement is entered into between _____________________________________________ (the Agency) 


and _____________________________________________ (the Owner/Landlord). 


Contract Unit, Tenant and Owner/Landlord Obligations  
This Agreement applies only to the Tenant and dwelling unit (Contract Unit) designated in this section: 


Contract Unit _________________________________________________________________________ 
 (Property name and apartment #, or street address; city; state; zip code) 


Tenant Name(s) _________________________________________________________________________ 
 (Name of Tenant /Leaseholder) 


This Agreement shall automatically terminate and no further rental assistance payments under this agreement may be made 
if: (i) Tenant moves out of the assisted unit; (ii) The lease terminates and is not renewed; or (iii) Tenant becomes ineligible 
to receive HPP financial/rental assistance. [24 CFR 576.106(h)(3).] 


During the term of this Agreement, the Owner/Landlord agrees to provide (within 5 days) the Agency a copy of any notice 
to the Tenant to vacate the assisted unit, or any complaint used under state or local law to commence an eviction action 
against the Tenant. [24 CFR 576.106(e).] 


Term of the Agreement 
This Agreement shall begin on _____________________________________________, provided the Tenant has 
possession of the unit, and shall continue until all promised payments are received or terminated by the Agency. 


Number of Months in Rental Arrears:   Total Amount of Arrears: 


Payment Due Date.  As stated in the Tenant’s lease: [24 CFR 576.106(f).] 


1. The payment due date is ________________________.


2. The grace period for payment is ________________________.


3. Late payment penalty requirements are ________________________.


MSHDA HOME - American Rescue Plan (ARP) 
Homelessness Prevention Program (HPP) 


5. Rental Assistance Agreement


Owner/Landlord  
Signature: _________________________________    


Agency 
Signature: _________________________________ 


Print Name: ________________________________ Print Name: ________________________________ 


Title: ______________________________________ 


Date: _____________________________________ 
Mailing Address: ____________________________ 


Title: ______________________________________ 


Date: _____________________________________ 
Mailing Address: ____________________________ 


__________________________________________ 


Contact Phone Number: ______________________ 


Email Address: _____________________________ 


__________________________________________ 


Contact Phone Number: ______________________ 


Email Address: _____________________________ 


Signatures and Contact Information 
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 HOME - American Rescue Plan (ARP) 
Homelessness Prevention Program (HPP)


Client File Checklist 
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Participant Information 
Participant Name: HSS #: 


File Documentation 
All Participant Files: 


Instructions: This form is to be completed by the Housing Stability Services staff to assist households receiving financial 
funds from HPP to ensure all documentation (if applicable) is included in the file. Please retain all files.


1. Eligibility Certification
1a. Self-Certification (if applicable)


2. Verification of Income
2a. Income Eligibility Worksheet 
     2b. Third Party Verification of Income (if applicable)
1. Application for Financial Assistance
2. Fair Market Rent (FMR) Certification
3. Rental Assistance Agreement 





		1
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