
NARBHA  MIAA01 
03/16/07 

NARBHA Housing Department 
MOVE-IN ASSISTANCE APPLICATION 

If you are a priority population consumer who needs financial assistance with a move to permanent housing or a better 
living environment, we may be able to help.  Limited funds have been made available on a one-time only basis. These 
funds will be distributed in the form of grants to assist eligible consumers with moving expenses.  To see apply for  move-
in assistance, please complete this application with your Case Manager. All supporting documentation must be included 
with the application for consideration

Note: Submission of this application does not guarantee approval. 
 
Name:                                  Telephone: (      )               
    First                                 Last 

Address:             City:               Zip Code:                              
 
Social Security Number:                 Member ID:                          
 
AHCCCS ID:  ________________________________________    DOB: ______________________________  
 
1.    What type of assistance are you requesting?   
 

**Please indicate amount requested for all that apply. Supporting documentation (moving estimates, 
rental agreement w/fee schedule etc.), must be submitted with this application.  Please indicate if the 

funds are refundable or non-refundable. ** 
  

a. Rent deposit $__________________________   d. Utility deposit/fee  $_________________________ 

b. Security deposit $_________________________         e. Moving fees $_____________________________ 

c. Cleaning deposit $________________________   f. Other (explain) $___________________________  

______________________________________________ 

              Total Amount  $ _________________________ 

 
2. Are you currently receiving , or have you received in the past year, financial assistance from any government agency 

or non-profit organization for any of the situations listed in Question 1? 
 

YES  □  Amount: $ __________________ Agency/Organization: __________________________           NO  □ 
 
3. Are you employed?  YES    □       NO   □    
 
 If YES,  □ of hours worked per week _____ __             Include proof of income with application  

        Monthly net income $                     _ 

 
4. Do you receive any other  income? (i.e., social security, VA benefits, etc.)?   

 
YES   □   Source:_____________________________   Include proof of income with application              NO  □  
 

 
5.     Briefly describe your current living situation.                                               

                                                          
 
__________________________________________________________________________________________________
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6. What circumstances led to your financial hardship? 
 

a. Loss of income □  c. Unexpected expense(s)  □  
b. Medical crisis □  d. Other     □ 

Please explain your selection:                                                                                         

                                                                                                                                                                      

______________________________________________________________________________________________________

 
All refundable fees must be returned upon tenancy termination.  

 
By signing this application, you agree that the information you provided above is accurate and truthful. 

 
Applicant’s Signature _________________________________________________  Date:         
 

Note:  Applicant has the right to withdraw their application at any time before funds are distributed. 
Applicant has the right to appeal any decisions. 

 

For Clinical Use Only    
 
Case Manager:                                                                         
   Name (print)                    Phone Number        Date 
     
                   __________________________________________          Is this a priority population consumer?   Yes □  No   □ 
           Signature                                 If Yes, please circle applicable class member category: 

                              ASH SCH  Jail  Frequent Crisis User 

                              Hospitalization 2x's or more in (1) yr.     24Hr Residential 

   (Circle One)       Consumer's DSM IV Primary Diagnosis Category?:   

295.30    295.10    295.90    295.60   295.70    296.24    296.32    296.34   296.35    296.36     296.40-296.89   297.1  OTHER 

 
INCLUDE STAFFING NOTES AND ALL SUPPORTING DOCUMENTATION WITH  APPLICATION TO AVOID DELAY

Housing Department Use Only 
 
Received by: _______________________________________        ___________________________________          _________________            

Name (print)                                        Title             Date 
 
         ______________________________________       Status:          Pended   □           Date _________________      
         Signature                 Approved □         Date _________________ 
                  Denied □         Date _________________    
 
Appeal Submitted: ___________________ 
               Date        
Reviewed by:                                                                           Approved    □            Denied     □              
Housing Coordinator                                   Date 
   


