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ARIZONA BEHAVIORAI HEAILTH CORPORATION




1406 N 2nd St Phoenix AZ 85004

Office: (602) 712-9200 ext. 203 or 208  

FAX: (602) 712-9222 
EVICTION PREVENTION/ EMERGENCY HOUSING (EP/EH) 
PROGRAM INFORMATION AND APPLICATION
Applicant Eligibility
Eligible program applicants must meet ALL of the following criteria with service provider verification. Funding awards are one-time, not to exceed $500.  Other restrictions may apply.
· The applicant household is at or below  80% Area Median Income

· The applicant is homeless or at risk of homelessness

· Document on the application that all other community and personal resources have been exhausted. Please specify the resources identified and the reason for denial.
Eligible Activities for Financial Assistance
· Eviction prevention for non-payment of rent. Must provide copy of eviction notice with application. Households receiving any type of rental subsidy are NOT eligible for this assistance

· Eviction prevention for disconnection of one or more utilities. Must provide copy of disconnect notice with application.
· Rental security & utility deposits. Must provide documentation of deposits required by landlord and/or utility company.
· Hotel/motel vouchers and Short Term Housing Assistance. Available to individuals who are homeless and have permanent housing in place but not immediately available for move-in. Contact ABC for additional information.
Please note: Financial counseling is required for all applicants. Each applicant will complete a budget with the assistance of the service provider/case manager. This budget is to ensure that the applicant will be financially able to maintain his/her housing.
EP/EH APPLICATION PROCEDURE

The EP/EH application must be completed in full by the case manager or service provider staff. The following information must be attached:
· Documentation of urgent nature of the need (example: utility disconnect notice, non-payment of rent notice, statement of deposit required, ect.) 

· A budget plan (form included)
· Current income verification
Fax the application to ABC for an approval. 
ABC Authorization Procedure

· ABC will review completed EP/EH Assistance Applications in the order they are received, by date and time.  Incomplete applications will be denied.
· ABC will determine application acceptance or denial in accordance with program regulations and fund availability. Decisions will be made within 48 hours. 
· Applicants/Service Providers that have submitted completed applications will receive a notification letter verifying application receipt and stating the application determination (award or denial).  

· ABC will forward approved EP/EH applications, to the service provider to process payment. 
· The Service Provider receiving an award notification letter will be eligible to receive reimbursement of approved expenditures per the award notification letter and receipt of:

· Invoice for payment of expended funds
· Copy of the ABC EP/EH Program Award Letter

· Copy of expenses documentation

For further information on the procedures for Service Provider reimbursement or the Appeals and Grievance process please contact ABC.
Arizona Behavioral Health Corporation (ABC)

1406 N 2nd St Phoenix AZ 85004

Office: (602) 712-9200 ext. 203 or 208 FAX: (602) 712-9222 

 ABC Eviction Prevention/Emergency Housing (EP/EH)

 APPLICATION
	The information you provide will be kept confidential.  It includes both information necessary for determining your eligibility for program assistance and statistical information required by the fund source.

	Applicant Name:
	     
	SSN:
	     

	Address:
	     
	Phone #:
	     

	#Adults:
	
	#Children:
	Applicant  FORMCHECKBOX 
 is    FORMCHECKBOX 
 not receiving a housing subsidy.     DOB:       

	Race:
	
	Ethnicity:
	
	
	

	Case Mgr or Provider Staff Member:
	     
	Service Provider/Site Name:
	     

	Phone #: 
	     
	Fax #: 
	     

	 Staff Email Address:
	     
	
	

	Application Information

	Please provide either landlord or utility company name and amount of assistance needed for each vendor. If additional space needed please attach other vendor information to this application.

	Vendor #1 Name:
	     
	Amount Requested:
	     

	Vendor #2 Name:
	     
	Amount Requested:
	     

	Reason for request:
	 

	     

	Current Supportive Services received:
	 

	     

	

	Document that all other community resources that have been exhausted:
	

	      

	

	Attachments Required:
	

	(i) 
	(ii) 1. 
	1. Documentation of urgent nature of need (eviction or disconnect notice, etc)

2. Personal monthly budget 
3. Current income verification


	(iii) 
	We certify that the above statements are true and correct to the best of our knowledge.

	
	
	

	Case Manager or Clinical Liaison Signature & Date
	
	Applicant Signature & Date


Arizona Behavioral Health Corporation (ABC)

1406 N 2nd St Phoenix AZ 85004

Office: (602) 712-9200 ext. 203 or 208  FAX: (602) 712-9222 
Monthly Budget 

	APPLICANT NAME:
	SSN:
	

	EXPENSE
	DESCRIPTION
	AMOUNT

	Food & Shelter:
	
	

	Rent
	
	
	

	Utilities:
	
	
	

	
	Gas
	
	

	
	Water
	
	

	
	Electricity
	
	

	Phone
	
	
	

	Groceries
	
	
	

	
	
	
	

	Transportation:
	
	

	Bus Fare
	
	

	Car Payment
	
	

	Car Insurance
	
	

	Gas
	
	

	Medical:
	
	

	Child Care:
	
	

	Other:
	
	

	
	
	

	
	TOTAL MONTHLY EXPENSES:
	

	
	TOTAL MONTHLY INCOME:
	

	Applicant acknowledges receipt of basic instruction in regarding personal budgeting.

	
	
	

	Applicant Signature & Date
	
	Case Manager/Clinical Liaison Signature & Date


Revised 08/07/07         
Revised 08/07/07


