APPLICATION FOR HOUSING
A SEPARATE APPLICATION IS REQUIRED FOR EACH ADULT MEMBER OF THE HOUSEHOLD
WITH THE EXCEPTION OF THE HEAD OF HOUSEHOLD AND THEIR SPOUSE,

IF YOU ARE HAMDICAPPED OR DISABLED, OR HAVE DIFFICULTY COMPLETING THIS APPLICATION, PLEASE
ADVISE US OF YOUR NEEDS WHEM YOU RECEIVE THE APPLICATION OR CALL TO SCHEDULE ASSISTAMCE,
APPLICATIONS MUST BE FILLED OUT COMPLETELY IM ORDER TO BE ACCEPTED FOR PROCESSING,
INCOMPLETE APPLICATIONS WILL BE RETURNED.

ProJecT Name: HENRY TOWERS UNIT #: # OF BEDROOMS:

DATE & TIME APPLICATION RECEIVED: BY (AGENT SIGNATURE):

1. LIST ALL OCCUPANTS OF THE APARTMENT APPLICANT CoONTACT NUMBER:

OCCUPANT RELATIONSHIP SEX SociaL SECURITY NUMBER | BIRTH DATE
*UNLESSE THE SEMIOR
EXEMPTION APPLIES

HEAD OF HOUSEHOLD

| ol B | pa|

2. PLEASE ANSWER THE FOLLOWING QUESTIONS, FOR EACH "YES" ANSWER PROVIDE THE DETAILS IN THE CHART BELOW.

YES No
I5 AMNY MEMBER OF ¥YOUR HOUSEHOLD A MILITARY VETERAN? ] O
Is ANY MEMBER OF YOUR HOUSEHOLD A STUDENT ENROLLED AT AN INSTITUTION OF HIGHER EDUCATION? ] ]
Is ANY MEMBER OF YOUR HOUSEHOLD EMPLOYED? (FULL-TIME, PART-TIME, SEASONAL, SELF EMPLOYED) ] ]
DOES ANY MEMBER OF YOUR HOUSEHOLD EXPECT TO WORK DURING THE NEXT TWELVE MONTHS? ] ]
DoES ANY MEMBER OF YOUR HOUSEHOLD WORK FOR SOMEONE WHO PAYS THEM IN CASH? ] ]
I5 ANY MEMBER OF YOUR HOUSEHOLD ON LEAVE OF ABSENCE FROM WORK? ] ]

DOES ANY MEMBER OF YOUR HOUSEHOLD RECEIVE OR EXPECT TO RECEIVE THE FOLLOWING DURING THE NEXT 12 MONTHS ?

UNEMPLOYMENT BENEFITS

DisABILITY BENEFITS OR WORKERS COMPENSATION

CHILD SUPPORT OR ALIMONY

Is ANY MEMBER OF YOUR HOUSEHOLD ENTITLED TO CHILD SUPPORT/ALIMONY THAT THEY ARE NOT RECEIVING?
PuBLIC AssISTANCE {TANF) OR TRIBAL GENERAL ASSISTANCE
SocIAL SECURITY, S5 BENEFITS, DuAL ENTITLEMENT, ETC.
INCOME FROM A PENSION OR ANNUITY

REGULAR CONTRIBUTIONS FROM AN OUTSIDE PERSON/SOURCE
RENTAL INcOME (PROPERTY, LAND, ETC.)

MINERAL LEASE OR ROYALTY PAYMENTS

Any INcoME NoT LISTED ABOVE

I |
o | [

FOR EACH TYPE OF INCOME YOUR HOUSEHOLD RECEIVES, LIST THE SOURCE AND THE AMOUNT EXPECTED FROM THAT SOURCE DURING THE MEXT 12 MONTHS.

FAMILY MEMBER SOURCE OF INCOME OR SCHOOL ATTENDED ANNUAL INCOME
{NAME/ADDRESS)
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3. LISTFINANCIAL ACCOLNTS OF ALL HOUSEHOLD MEMBERS, {CHECKING, SAVINGS, CD's, IRA'S, KECGH ACCOUNTS, MUTUAL
FUNDS, ANNUITIES, TRUST ACCOUNTS, PENSION ACCOUNTS, LIFE INSURANCE POLICIES, BURIAL ACCOUNTS, STOCKS/BONDS)

TYPE OF ACCOUNT
FamiLy MEMBER FINANCIAL INSTITUTION CURRENT BALANCE

CHECKING

SavinGs

DegiT CARD ACCT.

4, Do You OWN A HOME OR OTHER REAL ESTATE? [ | YES [|NMNo IF YES, PLEASE PROVIDE INFORMATION BELOW:
5. DID yOU HAVE ANY ASSETS IN THE LAST TWO YEARS NOT LISTED ABOVE? [JYEs LINo
IF YES, DID YOU DISPOSE OF ANY ASSETS FOR LESS THAN FAIR MARKET VALUE? ] Yes [INo ] Nea

PLEASE LIST THE TYPE OF ASSETS - THE MARKET VALUE - THE AMOUNT RECEIVED - THE DATE YOU DISPOSED OF THE ASSETS:

6. AN ELDERLY HOUSEHOLD IS ONE IN WHICH THE HEAD, CO-HEAD, OR SOLE MEMBER IS 62 OR OLDER, HANDICAPPED OR DISABLED.
SUCH HOUSEHOLDS QUALIFY FOR A $400 DEDUCTION IN COMPUTING RENT.
WouLD You LIKE TO APPLY FOR THIS DEDUCTION? []Yes [ INo

EXPENSES VERIFICATION INFORMATION AMOUNT

CHILDCARE EXPENSES (AGE 12 oR UNDER) FOR
CARE MECESSARY TO EMNABLE A FamiLy MEMBER TO
WORK, SEEK EMPLOYMENT OR FURTHER THEIR
EDUCATION,

DISABILITY ASSISTANCE ATTEMDANT
CARE!AUXILIARY APPARATUS FOR CARE
MECESSARY TO ENABLE A FAMILY MEMBER TO
\WORK

“ELDERLY" FAMILIES ONLY (HEAD, SPCUSE OR
Co-HEAD, AGE B2 OR OVER CR HAMDICAPPED CR
DISABLED.)

HeaLTH INsuraNCE/LONG TERM CARE INSURANCE
PREMIUMS

OuT OF POCKET MEDICATION EXPENSES

OTHER OUT oF PoCKET MEDICAL EXPENSES

DENTALIOPTICALIHEARING EXPENSES

VERIFICATION INFORMATION AMOUNT

MNAME AND ADDRESS OF YOUR PRESENT LANDLORD:
LANDLORD'S TELEPHOME #

How LonG Have You LIVED THERE?
REASON FOR LEAVING 7
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MNAME AND ADDRESS OF YOUR FORMER LANDLORD:

LANDLORD’S TELEPHONE #

How LonG Dio You Live THERE?
REASON FOR LEAVING?

ARE YOU NOW; OR HAVE YOU EVER LIVED IN A FEDERALLY SUBSIDIZED HOUSING UNIT? ] Yes [INo
MName oF COMPLEX: ADDRESS:

MNAME OF MANAGER: PHOMNE #:

HAS ASSISTANCE OR TENANCY IN A SUBSIDIZED HOUSING PROGRAM EVER BEEN TERMINATED? [ClYes [No
IF YES, PLEASE EXPLAIN:

| e ——
|| APPLICANT CONTACT INFORMATION
ADDRESS CITY
HOME PHOMNE CELL PHONE WORK QR SECONDAY PHOME

EMAIL ADDRESS

How DID YOU HEAR ABOUT US7?

Housing shall be made available without regard to actual or perceived sexual arientation, gender identity, or marital status,

APPLICANT'S STATEMEMT: [AWE UNDERSTAND THAT THE ABCVE INFORMATICGN 15 BEING COLLECTED TO DETERMINE MY/OUR ELUGIBILITY FOR
RESIDENGTY, WWE AUTHORIZE THE OWNERMANAGER TO VERIFY ALL INFORMATION PROVIDED ON THIS APPLICATION AN MY/OUR SISHATURE 15 OUR
COMSENT TO DETAIMN SUCH VERIFICATION. [ANE CERTIFY THAT IMWWE HAVE REVEALED ALL INCOME AND ASSETS CURRENTLY HELD OR PREVIOUSLY
DISPCSED OF AND THAT AWE HAVE NO OTHER ASSETS THAN THOSE LISTED {OTHER THAN PERSCMAL FROPERTY). |ANE FURTHER CERTIFY THAT THE
STATEMENTS MADE IM THIS AFPLICATION ARE TRUE AND COMPLETE TO THE BEST OF MY/QUR KNOWLEDGE AMD BELIEF AND ARE AWARE THAT EALSE
STATEMENTS ARE PUNISHABLE UNDER FERERAL LAW. THE APPLICANT DOES NOT HAVE TO SIGN THE COMSENT IF IT IS HOT CLEAR WHD WILL
PROVIDE OR WHD WILL RECEIVE THE INFORMATION,

SIGNATURE OF HEAD DaTE:

SIGNATURE OF SPOUSE OR CO-TENANT: DATE:

PENALTIES FOR MISUSING THIS CONSENT: TiTLE 18, SECTION 1009 oF THE LS. CoDE STATES THAT & PERSCH IS GUILTY OF A FELONY FOR
EMOWINGLY ARD WILLIMNGLY MAZING FALSE OR FRAUDULEMT STATEMENTS TO ANY DEPARTMENT OF THE LIMITED STATES GOVERMMENT., HUD AMD AnY
OWMER (OR AMY EMPLOYEE CF HUD or THE OWNER) MaAY BE SUBJECT T PEMALTIES FOR UMAUTHORIZED MSCLOSURES DR IMPROPER USES OF
IMFORMATION COLLECTED BASED OM THE COMSENT FORM. LISE OF THE INFORMATION COLLECTED 8ASED DM THIS VERIFICATION FORM IS RESTRIGTED TO THE
PURPOSES CITED AHOWVE. ANY PERSON WHO KHOWINGLY OR WILLINGLY REQUESTS, OBTAING, OF CISCLOSES ANY INFORMATION UNDER FALSE PRETENSES
COMCERMIMNG AN AFPLICANT DR PARTICIPANT MAY BE SUBJECT TO A MISDEMEANOR AND FINED MOT MORE THaM 35000, ARY APPLICANT OR PARTICIFANT
AFFECTED BY HEGLIGENT RISCLOSURE OF INFORMATION MAY BRING CIVIL ACTION FOR DAMAGES AND SEER OTHER RELIEF, AS MAY BE APPROPRIATE, AGAINST
THE DFFICER O EMPLOYEE OF HUD CR THE ©WHER RESPONSIALE FOR THE UNAUTHORIZED DISCLOSURE OR IMPROPER USE. PENALTY PROVISIONS FOR
MISUSING THE SOCIAL SECURITY WUMBER ARE COMTAINER IM THE SOCIAL SECURITY ACT AT "*208 A} (8], (F) aMD (B). " VIOLATIONS OF THESE PROWISIONS
ARE CITED AS WIOLATIONS OF 42 USC 408 (), (8), (71 AND (8, THIS CONSENT IS VALID FOR 1A MONTHS FROM THE DATE [T 15 SIGNED.

172016 QE{?UEE Housing Oopartunity



FECERAL LAW REQUIRES US TO VERIFY DRUG AND CRIMINAL BACKGROUND AND SEX OFFENDER REGISTRATION INFORMATION FOR ALL
ADULT HOUSEHOLD MEMBERS AFPLYING FOR ASSISTED HOUSING. TO EMABLE US TO DO THIS, EACH HOUSEHOLD MEMBER AGE 18 oR
OWER MUST ANSWER THE FOLLOWING QUESTIONS AND SIGN BELCW TO COMSENT TO A BACKGROUND CHECK., EACH HOUSEHOLD
MEMBER AGE 18 OR OVER MUST COMPLETE A SEPARATE FORM. THE QUESTIONS ASK ABOUT DRUG-RELATED AND OTHER CRIMIMAL
ACTMITY  THAT  COULD  ADVERSELY  AFFECT  THE  HEALTH, SAFETY, OR WELFARE OF OTHER  RESIDENTS.
WILL DENY THE APPLICATION OF ANY APPLICANT WHO DOES NOT PROVIDE COMPLETE AND
ACCURATE INFORMATION ON THIS FORM OR DOES NOT CONSENT TO A BACKGROUND CHECHK.

1. HAVE YOU BEEN EVICTED FROM A FEDERALLY ASSISTED SITE FOR DRUG-RELATED CRIMINAL ACTVITY? [0 YEs [ NO
(IF YES, PROVIDE DATE AND EXPLANATION)

2. Do you CURRENTLY USE ILLEGAL DRUGS OR ABUSE aLCcoHOL? [1yeEs [ no

]

ARE YOU OR ANY MEMBER OF THE HOUSEHOLD SUBJECT TO A REGISTRATION REQUIREMENT UNDER ANY STATE SEX OFFENDER
REGISTRATION PROGRAM? (I vEs [INOD

HawvE YOU BEEN CONVICTED OF ANY DRUG-RELATED CRIMET O ¥ES [ NO
HawE vou BEEN CONVICTED OF ANY FELONY? CIYES [ NO
HaWE ¥OU BEEM CONVICTED OF AMY CRIME IMNVOLVING FRALUD OR DISHONESTY? [ vES [ NO

HAWE ¥OU BEEN CONVICTED OF AMY CRIME INVOLVING VIOLENCE? [l ¥ES [ NO

® N ® oo s

ARE ¥OU CURRENTLY CHARGED WITH ANY OF THE ABCVE CRIMINAL ACTVITIES? Ll yES O NO

PROVIDE DETAILS FOR EACH "YES" ANSWER LISTED ABOVE:

9. LIST ALL STATES IN WHICH YOU OR ANY HOUSEHOLD MEMBER HAS LIVED:

10, HAVE YOU EVER USED ANY OTHER NAME? [ ¥ES [ NO PLEASE LIST:

| UNDERSTAND THAT THE ABOVE INFORMATION 15 REQUIRED TO DETERMINE MY ELIGIBILITY FOR RESIDENCY. | CERTIFY THAT MY
AMSWERS TO THE ABOWVE QUESTICNE ARE TRUE AND COMPLETE T2 THE BEST OF MY KNOWLEDGE. | UNDERSTAMD THAT MAKING
FALSE STATEMENTS OM THIS FORM 15 GROUNDS FOR REJECTION OR TERMINATION OF MY LEASE. | AUTHORIZE

TC WERIFY THE ABOVE INFORMATION AND | CONSENT TO THE RELEASE OF THE
NECESSARY INFORMATION TO DETERMINE MY ELIGIBILITY. | HEREBY AUTHORIZE LAW ENFORCEMENT AGEMCIES TO RELEASE
CRIMINAL RECORDS AND/OR SEX OFFENDER REGISTRATION INFORMATION TO , TO A PUBLIC
HOUSING AUTHORITY, OR TO AN AGENCY COMNTRACTED BY TO CONDUCT CRIMIMNAL
BACKGROUND CHECKS, “THIS CONSENT 15 WALID FOR 15 MONTHS FROM THE DATE IT IS SIGNED,

Applicant's Signature Date

Applicant's Mame (Please Print)

[ Date of Birth S5

PENALTIES FOR MISUSING THIS CONSENT: TirLe 18, SECTION 1007 OF T4E LS. CODE STATES THAT A PERSCH 15 GUILTY OF A FELONY FOR KHOWIMGLY AMD WILLINGLY
MAKING FALSE QR FRAUDLLENT STATEMENTS TO ANY DEFARTMENT OF THE LINITED STATES GOVERNMENT. HUD anD ANy OWHER (OR ANY EMPLOYEE OF HUD 0OR THE OWHER)
JAY 0F SUBJCCT TO PEMALTIES FOR UMALUTHORIZED DISZLOSURES OR IMPROPER USES OF INFORMATION COLLECTER RASEDR ON THE COM3FNT FORM. USE OF THE INFORMATION
COLLECTED BASED OM THIS VERIEICATION FORM 15 RESTRICTED TO THE PURFOSES CITED ABOVE. ANY PERSOMN WHO KNOWINGLY OR WILLINGLY REQUESTS, OHTAING, OR CISCLOSES
ANY SFORMATION UNDER FALSE PRETENSES CONCERMING AN ARPLICANT OR PARTICIFANT MaY BE SUBJECT TO A MISDEMEANCH AN FINED MOT WORE THAM 55000, Awny
APFLCANT OR PARTICIPANT AFFECTED BY MEGLIGENT QISCLOSURE OF INFORMATION May BRING CWVIL ACTION FOR DAMAGES AND SEEK OTHER RELIEF, A% MAY BE APPROFRIATE,
AGAINST THE OFFICER OR EMPLOYEE OF HUD 0R THE CAWHER RESPONSIELE FOR THE UNAUTHORIZED DISCLOSURE OR IMPROPER USE. PEMALTY PROVISIONS FOR MISUSING THE
SO RECURITY HUMBER ARE CONTAIMED I8 THE SOCIAL SECURITY ACT AT 208 (a) (B), (7] AMD (). VIOLATIONS OF THESE FROVISIONS ARE CITED A3 VIOLATIONS OF 42 LISC404
L), () T) aND (2).
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OME Conlrol # 2502-0581
Exp. (02/28/20149)

Supplemental and Cptonal Contace Information Tor HUD-Assisted Housing Applicants

SUPPLEMENT TO APPLICATION FOR FEDERALLY ASSISTED HOUSING
This form s 1o be provided o each applicant for federally assisted housing

Instructions: Opticnal Contact Person or Organization: You have the right by law to include as part ol your application for housing,
e e, address, telephone number, and other relevant information of a limily member, friend, or social, health, advocacy, or other
arganization. This contact information is for the purpose of identifying a persan or organization that may be able 1o kelp in resolving any
issues thal may avise during your euancy or e assist in providing any special care or services you may require. You may update,
remove, or change the information you provide on this form at any time. You are nol required (o provide this contact infarmation,
but if vou choese Lo de so, please melude the relevant information oo this form.

| Applicant Name:

Mailing Adbidress:

Cell Phone No:

Telephone No:

Name of Additienal Contact Person or Organization:

Address: a

lelephone No: Cell Phone Mo:
E-Mail Address (il :lpplimh;le] !

Welationship to Applicant:

Heason for Contact: (Check all that a}'.n[.'-]yj R

[ Friergency [] Assist with Recertification Process

[ ] 1nable ta contact YL ] Change in lease terms

|_ﬁ Termination of rental assistance L] Change in house miles .
| | Evictiom from unic L] Other: '

|:| Late puyment ol rent

Commitment of Housing Authority or Owner: 1 vou ere spproved for housing, this information will be lkept as parl of vour tenant file, [Fissues
| arise during your teneney ar il yow require any services or spectal care, we may contact the person or orgamization you listed w assist in resolving the
pssnes or i privvidig any services or special cane o you.

Confidentiality Statement: The infonmation provided oo this fooe is confidential and wall nor be disclosed to anyvone except as permitted by the
applicant vr applicable law.

Lepal Notfication: Secticn 644 of the Heusing and Comnuinity Developiment Act of 1592 (Public Law 102-550, approved October 28, 19%2)
reyuires each applicant for federally assisted housing to be affered the oplion of providing information regarding an additional contact perEon ar
crganization. By accepling the applicant’s application, the housing provider agrees to comply with the non-discrimination and equal opportunity
refuirements of 24 CFR section 3,103, including the prohibitiens on discrimmination in admission to ot parbicipation in federally assisted housing
proarams o e basis of race, color, religion, national eriging sex, disability, and familial status under the Fair Heusing Act, and the prahibiticn on
ape disctiomnation undes the Age Discrumination Act of 1973,

[} Check this bax if you choose not to provide the contact information,

Signature of Applicant ate

Ve infonranion calleericn requireinentia conained in this famn were subimiied tothe Offiee of Managemont aml Budgen (28 13) ander I.I::-‘E‘:lpurwurk Reducnon Actaf L0935 (44 1150 O1-15200 Tle

irwing the cellection afinferatien, Section fd o ihe Desing amt Cammumity Develapoen den of 1992 (42 U5 13609) ipesed on HUTY he abligzian ia recuine hoaging providers

i ML assisted] fussog proserams wepravide any indiviclualor maly applyving for cocupansy in HUD-assisted housing sl e apaaon e e in the apolicatim o worupsney e g,
dephone nueaker, aml ciler relevant nfammation al'2 Giaily menber, Tenil, ar person asseciuied walls o soeil, e, sdvecscy, o sioalae arganszatian, The ahjective of pievnbng such

vis b Facilitate conmer by the hoasing provider wath the perion ar arganication et fed by ke tenant 10 asas0 o previdiog any delevery of services or specil care o ibg vt and assise win)
aney igsues ariging during the wenancy of such wcnant. This supplemaetal applization informaticn @ e beomaintaned by the baesing provider and maisdaingd 25 confdential infeemation,
nfermatien is Basiz ta the aperaciens of the HUTY AssistechFlansing Progrom and is voluncary. 16 suppecis slalulony sequineaents and program and managenent cantrals tat prevent frand,
menl I ecardanee with the Papernsork Reductian Aot an ageney may it conduct o spoises, and o person s mel esgquined e nespanad te, o collection of udenssien, anless the

rEscving any
[roviding th
wass Ll iz
corlzerion displays a carrersly valid OB cantrol rmmiber

Privacy Stateatent: Pubilo Lo [02-550, swihorizes he Copanement of Heusing and Uil Dovekiprent (UG 0 colzct all the infarmpnisn iescept (e Socil Secunny Mol (SSR 1 which will be
asenid b EPULY to paranec b dligbansemen data Born Soedulenn acticas
Farrn B G005 £047000



