	
	Iowa Finance Authority

APPLICATION FOR HCBS RENT SUBSIDY
	Date received in IFA:


Please type or print the following information and place a check mark in the boxes where appropriate.

This application is:  FORMCHECKBOX 
 New Application    FORMCHECKBOX 
 Annual Renewal     FORMCHECKBOX 
 Change of Information

	Applicant Information

	First Name


	     
	Last Name
	     

	Social Security #


	     
	Date of birth


	     

	Address Line 1


	     
	Address Line 2


	     

	City


	     
	Zip


	     

	County


	     
	Phone #


	     

	Email


	     
	
	


	Income Information for the Next 12 Months

	Monthly
	     
	Annual


	     


	Rental Unit Information

	Date moved in?


	     
	Total monthly rent?
	     

	Number of bedrooms in unit?


	     
	Additional qualified dependents?
	     


	HCBS Waiver Information

	The applicant must participate in one of the HCBS Waiver programs listed:  Ill & Handicapped; AIDS/HIV; Brain Injury, Elderly, Mental Retardation; or Physical Disability.

	Date the applicant entered a HCBS program?


	     


	Risk of Nursing Facility Placement

	I, the undersigned, represent and certify that:

“The applicant participates in the HCBS Waiver program and is financially responsible for rent; has insufficient funds to pay their community housing costs and that insufficient funds will cause them to enter a nursing facility; and participating in the HCBS waiver will prevent them from entering a nursing facility and that access to this rent subsidy program is required so that they may live in a community living arrangement permitted under a waiver.” 

	Printed Name


	     
	Signature
	     

	Phone Number


	     
	Date
	     


	Case Manager Contact Information

	First Name


	     
	Last Name


	     

	E-Mail


	     
	Organization


	     

	Phone #


	     
	Fax #


	     

	Address Line 1


	     
	Address Line 2


	     

	City


	     
	State


	     

	Zip


	     
	
	


	Legal Guardian Information – complete if applicable

	First Name


	     
	Last Name
	     

	Relationship to Applicant
	     
	Phone #


	     

	Address Line 1


	     

	Address Line 2
	     

	City


	     
	State


	     

	Zip


	     
	Email
	     

	

	Correspondence Directed To

	Check one to indicate which party to receive correspondence:
	 FORMCHECKBOX 
 Applicant
            Rep.  Payee
 FORMCHECKBOX 
 Legal Guardian

 FORMCHECKBOX 
 Case Manager
    

	
	


	Payee Information – complete if applicable

	Name


	     
	Phone #


	     

	Address Line 1


	     
	Address Line 2


	     

	City


	     
	State


	     

	Zip


	     
	
	


	Declaration

	I, the undersigned, declare that the information in this application is true to the best of my knowledge and that the application was not submitted with the intent to gain financial assistance to which the applicant is not eligible.  I have attached all of the following:

	 FORMCHECKBOX 
 
Documentation that verifies the applicant’s monthly income, and

 FORMCHECKBOX 
  
Documentation that the applicant has applied to all other rental assistance programs available in the community and that it has been determined the applicant was not eligible or was placed on a waiting list.  If the waiting list is closed, a dated and signed notice must be provided.



	I understand the requirement to notify the Iowa Finance Authority within ten (10) working days of the date of any change that may affect eligibility.  Failure to notify the Iowa Finance Authority of changes or the making of false statements may result in repayment of the amount that was received by the applicant while ineligible, termination of the assistance, or both.

I understand that the Iowa Finance Authority quality assurance measures for this program will include audits of the information provided by the applicants.  

	Printed Name


	     
	Signature
	

	Date


	     
	
	

	Relationship to applicant
	 FORMCHECKBOX 
 Self

 FORMCHECKBOX 
 Case Manager


 FORMCHECKBOX 
 Legal Guardian

 FORMCHECKBOX 
 Other, specify relationship and provide phone number and email address if available:      



	Electronic Funds Transfer Information

	Routing Transit Number
	     
	Your account number
	     

	Account type
	 FORMCHECKBOX 
 Checking

 FORMCHECKBOX 
 Savings


	
	


Send completed application and attachments to:

Iowa Finance Authority

Attn: HCBS Rent Subsidy

2015 Grand Avenue
Des Moines, IA  50312
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