APPLICATION COVER SHEET
MHRRTP/HOMELESS PROGRAMS
VA PITTSBURGH HCS

The VA Pittsburgh HCS Comprehensive Homeless Center offers a number of RESIDENTAL
programs to assist Veterans. Followingis a brief description of the services available.

Domiciliary Services

The Domiciliary Care for Homeless Veteransis a program to address the needs of homeless
Veterans. Veterans are provided individual counseling and case managementas well as groups
focusing on sobriety maintenance, problem solving, stress management, vocational assistance and
recreational activities. The goal is for Veteransto return to the work force as an independent
productive individual.

Healthcare for Homeless Veterans Program

The Healthcare for Homeless Veterans (HCHV) Program provides outreach services to homeless
Veterans including assessment, information, referral and case management. The HCHV Program
also includes transitional and permanent housing resources. Transition housing through grantand
per diem programming and supportive housing offers placements for Veterans at four scattered
community sites, in rural, urban, and suburban areas. The HUD-Veterans Affairs Supportive Housing
(HUD-VASH) Section 8 permanenthousing program offers placementfor Veterans and their family in
the community. The HCHV Program offers case managementfor Veteransin all sites, assists in
locating low cost housing in the community and acts as a liaison with Allegheny County Homeless
Services providers.

CWT/TRHOUSING

The Transitional Residency Program is a work-based Psychosocial Rehabilitation Treatment
Program (PRRTP) providing a rehabilitation focused community residential setting for Veterans
recovering from chronic mental iliness, chemical dependency and homelessness. Combining a
residential, therapeutic community of peer and professional support, with a strong emphasis on
increasing personal responsibility, the program helps each Veteran achieve theirown personal goals
toward independentliving.

PRRTP HOUSING

The Psychosocial Residential Rehabilitation Treatment Program (PRRTP) is a program to address
the needs of Veterans recovering from a serious mental illness (SMI). Veterans reside in a supportive
environment, where they are offered a variety of services that are designed to assist them in
obtaining the skills, knowledge and supports necessary to successfully transition into the community
residential role of their choice.
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Veterans requesting these services MUST complete the attached
application. Upon receipt an interview will be scheduled with program
staff.

Who recommended that you apply to this Program?
| am self-referred
VA staff person
VA outpatient clinic or Vet Center
__Inpatient unit at the VAMC
______ Referred from another VA HCHV Program
Non-VA staff working in a program for the homeless.
_____ Other

Please explain

POINT of CONTACT INFORMATION:

Name of the person who referred you

Phone number of the person who referred you

Have you received services at other VA Medical Centers
If YES list please provide names below.

1. 2. 3.

4. 5. 6.

SUPPORT PERSON CONTACT INFORMATION:

Do you have a Support Person/Family Member that you want to have involved/present during the interview?
YES NO

* i Yes, Please sign the Release of Information attached to this application.
Support Person:
Full Address:
Contact Phone #:

*NON VA Providers: Please include the following documentation with the veteran’s application:

History and Physical
Psychosocial Assessment
Medication List

Release Of Information

pwODNPE
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FAX COMPLETED APPLICATION TO 412-822-1290 OR
MAIL TO:
Veterans Recovery Center
VA Pittsburgh HCS 122B-A
1010 Delafield Road
Pittsburgh, PA 15215

QUESTIONS?
CALL 412-822-1300

Application for Comprehensive Homeless Programs

VA Pittsburgh Healthcare System Veterans Recovery Center
1010 Delafield Road, Building 69 Pittsburgh, PA 15215
Phone: 412-822-1300 ‘ S i FAX: 412-822-1290

1-866-4VA-PITT

Date:

***TO BE COMPLETED BY THE VETERAN WHO IS APPLYING FOR SERVICES***

Veteran's Information

LAST NAME FIRST NAME MIDDLE NAME B
FULL Social Security#

Contact Phone #: Age/DOB: /

Cell Phone #: Mother's Maiden Name:

Whom may we contact in case of emergency?
Phone Number:

Where are you currently staying?

Own Home/apartment [ Friend’s Home/apartment
Parent’s Home/apartment [] Shelter: (name of the shelter)
Other
How much longer can you stay where you are currently living: ?

When was the last time you lived independently?

What program are you applying for? (SELE CT ON E ON L Y)

Domiciliary HUD-VASH
HCHYV Transitional Housing CWT Housing
Veteran’s Place SA DOM (CTAD)
Shepherd’s Heart PRRTP-SMI
Mechling-Shakley Veterans Center (268)
Coraopolis
Military
Branch of the Service Dates of Service: to
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Highest Rank: Rank at discharge:

Type of discharge:
Type of job:
In Combat: Yes [ ] No[] If Yes: When? Where?
Service Connected
%: What is your SC disability?

Do you currently have a claim pending for VA benefits? ~ Yes[[] No [

Please explain:

Debt and Employment

Current amount of your monthly expenses:

How much do you owe in debt? _ Explain:
Current valid driver’s license: ~ Yes[] ~ No [ What State?
Are you currently employed? Yes[] No[l

If yes, Where? Dates:
Longest period of employment (other than the Military): From To

What Company did you work for during that period?

What was your job?

Reason for leaving yourlongest held job: [] Fired [] Laid Off [ Quit

Please explain yourreason:

When was your most recentjob? From To

What Company did you work for?
What was your job?

Reason for leaving that job: [] Fired [] LaidOff  [] Quit
Please explain yourreason:

What type of employment would you is interested in?

Have you everapplied for Social Security Disability /SSI? [] Yes [ No
Have you everapplied for VA Pension or NSC? [1ves [1 No

Do you plan on applying for disability benefits? Yes [1 No [ Ifyes,explain:

Family and Education

Marital Status: [ never married o significant other
Married divorced
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] widow separated

If married, how many times? Alimony payments
Children: Yes [1 No [ How many?
Visitation: Yes[ ] No [] Child Support Payments? (Amount)

Family Contact: [] Often []1 Seldom [] Never

What family member(s) doyou maintain contact with?

What was the last grade you completed in school?
1 2 3 4 5 6 7 8 9 10 11 12 +

Did you graduate?  Yes[ ] No [ GED Equivalent Yesl] No[l

Did you attend College? Yes [ | No []

Special Training/Vocational School:

Medical Health History

Do you receive your healthcare from the VA? Yes 1 wNo [
What Primary Care Team are you assigned to: ?

Who is your Primary Care Doctor:

Are you or have you everbeen treated for any of the following:

[] High Blood Pressure [] Breathing Problems [] Seizures [] Head Injuries
[] Diabetic [] Cancer L1 Chronic Pain [ Backinjury
[] Heart Attack [] stroke (] Arthritis (] Ulcers

[ Hepatitis A, B, or C [ Other

List the medication you are currently taking for medical reasons:

Have you everbeen hospitalized? Yes [ ] No []
If yes, When?
Where?

Why?

Mental Health History

Do you have any history of emotional problems or mentalillness? Yes[ ] No [

Describe your emotional/mental health issues:

Who are you currently seeing for these issues?
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List the medication you are currently taking for your mental health issues:

Have you everbeen in the hospital for any mental healthissues? Yes[ ] No [
If yes, Where?
When?
Reason(s)?

Family History of Mental Health treatment: Yes[ ] No []
If yes, Who?
Reason(s)?

1

Please read each item carefully and give your best response. Overthe past two weeks, how often have you been bothered
by any of the following problems?
1. Little interest orpleasure in doing things
O Not at all
L Severaldays
O More thanhalf the days
O Nearly every day
2. Feeling down, depressed, orhopeless
O Not at all
O Several days
O More thanhalfthe days
O Nearly every day
3. Thoughts that you would be betteroff dead or hurting yourselfin some way
O Not at all
L Severaldays
O More thanhalfthe days
O Nearly every day

Assistive Technology/Reasonable Accommodation

Do you use or require assistive technology? Yes ] No [

**1f YES, please explain

Assistive technology or adaptive technology (AT) is an umbrella term that includes assistive, adaptive,and
rehabilitative devices for people with disabilities and alsoincludes the process used in selecting, locating, and using them.
AT promotes greaterindependenceby enabling people to perform tasks that they were formerly unable to accomplish, or
had great difficulty accomplishing, by providing enhancements to, or changing methods of interacting with, the
technology needed to accomplish such tasks.

Examples of Assistive technology include, but are not limited tothe curb cut in architecture, standing frames, text
telephones, accessible keyboards, large print, Braille, and speech recognition software.

Do you need reasonable accommodations as you participate in this program? Yes L] No [

**If YES, please explain

A reasonable accommodation is any modification or adjustment toajob or the work environment that will enable a
qualified applicant or employee with a disability to participate in the application process or to perform essential job
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functions. Reasonable accommodation alsoincludes adjustments to assure that a qualified individual with a disability has
rights and privileges in employment equal to those of employees without disabilities."

Substance Abuse History

Have you or do you use or abuse drugs or alcohol? Yes [] No []

Do you feel that Alcohol and Drugs are a problem for you? Yes [|] No []
Please checkall that you have used/abused:

[] Alcohol [] Marijuana [] Cocaine/Crack [] Heroin

[] Spice/K2 [] Inhalants [] Prescription Drugs [] Other:

What is your drug of choice?

Last used Alcohol: (date) Type/Amount:
Last used Drugs: date) Type/Amount:

When was your last rehab? (Date) Where?

How many rehabs have you completed? When was the first?

Whatis your longest clean/sobertime?
Have you everbeen active in a recovery program, i.e? AA, NA, Smart Recovery, etc...?

Yes [ No [ what program?

Do you have a sponsor? Yes L Noll

Have you used other programs/agencies in the community for services? Yes[] Nol[]

Where?

Have you everfelt the need to bet more and more money? Yes L No

Have you everhad to lie to people important to you about how much you gambled? Yes L ~No

Legal History

Have you everbeen arrested? Yes [ No[]
Convictions:

Do you have any court dates or outstanding warrants for your arrest?  Yes L1 wNo [ Explain:

Are you mandated by a Court decision or sentence to meet certain requirements, such as:
] Probation/Parole ] Pay fines/court costs ] pra (Protection from abuse)
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[] Pay restitution [] Attend a drug and alcohol treatment program

[ Give notification of your living arrangements
L] other:

Please explain:

Any history of violence toward other people?  Yes[ ] No [

If yes, when?

Any history of domesticviolence? Yes[] No[]

Are you a Sex Offender? Are youon Megan’s law?
Are you on: Probation [] Parole [] How often are yourequired to report?
Parole/Probation Agent: Phone #:

Self-Assessment

To assist staffin developing your plan of care please answers these questions:

What are your STRENGTHS?

What are your LIMITATIONS?

What are your NEEDS?

What are your ABILITIES?

What are your INTERESTS?

GOALS:

What are your Recovery Goals?

What are your Housing Goals?
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What are your Employment Goals?

Verification of Income

To be completed and signed by Dom Resident

Please identify the all sources of income.

Source of Monthly Income Amount

Unemployment Compensation

SSD

SSI

NSC VA Pension

SC VA Pension

Retirement/IRA

Welfare/Food stamps

Child Support/Alimony

| certify that the above informationis true and correct and understand that this information is
subject to verification by VA Staff. My failureto disclose all income sources or agreeto
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verification of income will be considered falsifying my application and may result in discharge
from the program.

Print Name Signature Date

Please read the following and check before signing this application:

] Iunderstand and agree that providing false information on this application may result in my not
being accepted or, if accepted receiving an irregular discharge from programming.

[] Tunderstand and agree that I will be required to be drug and alcohol free to gain admission into, and
to continue in this Program. I understand that I must submit to a urine drug and alcohol testing at
admission and randomly throughout my stay in the program.

L] TIunderstand and agree that I and/or my belongings will be searched upon admission, and at the
discretion of VA Staff for illegal paraphernalia and contraband.

[ TIunderstand and agree that if accepted a medical exam will be completed on my scheduled admission
date before I am admitted to ensure I am medically appropriate to participate in the program.

L] TIunderstand that surveillance cameras monitor the CWT/TR Property for the purpose of security and
safety of visitors and staff.

u Iunderstand and agree that receiving SSI, Unemployment or other disability benefits, while
participating in this program, may be illegal and I accept responsibility should I chose to continue to
receive these benefits.

Veteran’s Signature: Date:

Rev2.0, 7/20/11
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**(TO BE COMPLETED ONLY IF APPLYING TO DOMICILIARY RESIDENTIAL PROGRAM)**

e =i et .

VA Pittsburgh Healthcare System
DOMICILIARY
RESIDENTIAL VILLAS LIVING AGREEMENT

SECURITY &SAFETY

no

o

© oo~

I agree | will ALWAYS exit and enter the Villa complex through the MAIN Domiciliary Building
Lobby.

I agree I will ALWAY S sign in and sign out at the Lobby Desk in the MAIN Building.

I agree I will remain in my apartment between the hours of 11:00PM and 6:00AM unless | have staff
approval to exit the building.

I agree | will not tamper with or interfere with any security devices or video surveillance systems in the
Domiciliary buildings.

I agree | will not give my apartment key card to other residents or visitors and | will report immediately
to staff if it is lost.

I agree I will not permit non-program visitors in my apartment at any time...

I agree | will have my visitors sign in and out at the MAIN Building Lobby Desk.

I AGREE IWILL NOT SMOKE inside any of the DOMICILIARY Buildings.

I agree | will not engage in any form of sexual activities with visitors, other residents or VA staff on VA

property.

10. I agree to have my personal electrical devices approved by staff before using.

LIVING ARRANGEMENTS

1.
2.

3.
4.
5

| agree to keep my personal room area neat and clean at ALL times.

| agree to perform my assigned chores within my apartment to keep the living environment clean and
orderly.

| agree to unannounced inspections of my living environment and personal effects.

| agree not to abuse, misuse, steal or deliberately damage VA property.

| agree to report to VA staff any maintenance issues in a timely manner.
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As a resident of the Domiciliary Residential Villa Community I understand and agree to these program
rules and I also understand violation of any of these rules WILL result in disciplinary action and possibly
discharge from the program.

(SEE CODE OF CONDUCT)

Signature Date Staff Witness Signature Date
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