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This form is used to enter all clients into the Coordinated Entry System. The questions asked on this form are intended to assist clients in the 
navigation process and determine project eligibility. Any information omitted on this form will not prevent a client from obtaining housing through 
the Coordinated Entry System. This form will fulfill all HUD required data elements for all project types. Data from this form will be used to 
populate the LHC By Name List. 

HMIS# Date SSM Score

Family Type □ Adults & Children □Adults Only

Total # Adults Total # Children Household 'Fotal
SizeI Note

, I
First Name Last Name

Social Security Date of BirthNumber 
Has this individual

□Yes □No
Highest Level of

ever served in the 
□Don't Know/Refused

Education
U.S. Armed Forces

Client Phone

Client Email

Race (check multiple □American Indian/ Alaskan
□Asian /

□Black/ African
□Native

□White
Asian Hawaiian/if applicable) Native/ Indigenous
American

American/ African
Pacific Islander □Don't Know/Refused

Ethnicity □Hispanic/Latino □Non-Hispanic/Non-Latino □Don't Know/Refused

Translation 
□Yes □No □Don't Know/Refused I Clients Primary Language Iassistance needed?

Gender □Female □Male □Non-Binary □Gender Fluid □Transgender (M to F) □Transgender (F to M)

□Questioning □Don't Know/Refused

Relationship to Head □ Self (Head of household) □ HoH Child □ HoH Spouse/Partner □ HoH other/non-relation □ Other
of Household (Hoff) □Don't Know/Refused

Have you 
experienced □Yes □No □Don't Know/Refused
Domestic Violence?
If yes, was it 
committed by an □Yes □No □Don't Know/Refused
intimate partner? 

If yes, wizen did it □Within the last 3 months D3 to 6 months ago □6 months to 1 year ago
occur? □One year ago or more □ Don't Know/Refused

If yes, are you 
□Yes □No □Don't Know/Refused

cu"ently fleeing? 

1 







List ALL Additional Household Members: 

Please use the following choices for "RACE": I. American Indian/Alaskan Native
2. Asian 5. Native Hawaiian/Pacific Islander
3. Black/ African American 6. Other

4. Multi-Race 7. White

Relationship 
Hispanic/ 

Highest Type of 

Social Security Date of to Gender Race Disabled Veteran Level of Health Type of 
First and Last Name Number Birth Applicant Identification Code 

Latino 
Yes/No Yes/No Education Insurance Income 

Yes/No 

Clie�nt Agreement: 

I declare that the information I have provided Harford Community Action Agency (HCAA) is true, correct and complete. I understand that when this application is signed, permission is 
given to the HCAA to check all household income, bank accounts, housing expenses, insurance, and other benefits. 
If I currently receive or have ever received benefits from the programs administered by the Harford County Department of Social Services (DSS), by signing this application, I give 
permission to the DSS to share with HCAA any information in my DSS case file needed to complete this application. Such information includes, but is not limited to, household members, 
income, expenses, resources, child support payments, etc. 
I acknowledge that my application information will be stored digitally in the agency database: Homeless Management Information System (HMIS). This information will be maintained 
with the utmost confidentiality, and only HCAA staff will have access to individual files within the database. 
Maryland law protects against fraud. Punishment can occur for not telling the truth when applying for assistance from any HCAA program. 
Harford Community Action Agency, Inc. prohibits discrimination in all its programs and activities on the basis of race, color, national origin, sex, religion, age, disability, political beliefs, 
sexual orientation, or marital or family status. 

r/l/l/l/H/l/l/""'7.Al'/6/.ll'/D/H/.Q/.U/.MY/.U/8/A17.l7#/P/H/Q/G/I/I/A'/I/I/I/N/H/.4T/AT/.IIT/l/l/d/l/l/,l/l'/H/l/¥/l/l/l/#/,t/Y/#/H/I/I/H/l/�l/l/¥/I/I/I/I/I/H/P/l�/A/H/l/�H/l/l/4/I/P/l/l/�l/l/8/��l/l/#/6/l/6/�P/l��/I/Q/#/Q/I/H/P/P/#/�/I/I/A'/H/I/G/�H/I/H/� 

I Grievance Process: � 
I If the client wishes to file a grievance, they may do so in writing to the Executive Director stating the situation and their concerns. I 
I The Executive Director must set up an appointment with the client within 14 days of receipt of the letter of grievance to discuss the grievance and reach a solution. I 
� i 
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Applicant's Signature Date Intake Worker 
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