HOMELESS ELIGIBILITY APPLICATION

	
  New Patient                      Established Patient
	
Date:

	
Name:
	
MR#:

	
Date of Birth:
	
Social Security Number:

	
Phone:
	
Marital Status:   Single   Married   Divorced   Widow

	My present living conditions lack a fixed, regular, and adequate nighttime residence and I have primarily nighttime residence that is:

   A supervised publicly or privately operated shelter designated to provide temporary living accommodation (including welfare hotels, congregate shelters, and transitional housing)

____________________________________________________ (Specify Place)

   An institution that provides a temporary residence for individuals

____________________________________________________ (Specify Place)

   Another public or private place not designated for, or ordinarily used as, a regular sleeping accommodation for human beings.

____________________________________________________ (Specify Place)


	I certify that I am homeless and do not have resources to obtain housing for the following reasons:










I certify that the information given on this form is complete, true and correct. If found to be untruthful, I understand that access to UCF may be terminated. I understand that the financial assistance will expire on the date listed on the Financial Assistance Application and I will be required to reapply. If there is a change in income, I will submit a new Financial Assistance Application.


Patient Signature: ___________________________________________ Date: ______________

