Pinellas

HUMAN SERVICES

Dear Applicant:

The Department of Human Services looks forward to providing you professional, quality
services, delivered in a respectful and dignified manner. In order for us to process your
application, we will need the following items:

[[] Complete Pinellas County Human Services Application Packet
(Signed releases are required for each adult household member) and include;
s Notice of Privacy Practices
+ Rights and Responsibilities
s Release of Social and Financial Information
s Criminal, Credit and Eviction Background Release
*  Settlement Withholding Form
s TBIN Client Informed Consent Form

[] Proof of Pinellas County Residency such as:
+ Copy of your driver’s license

¢  Car registration
o  Utility bill

[] Proof of Identity:
e Photo ID for all adult household members 18 and over
¢ Social Security Cards for afl household members
« Copy of State Certified Birth Certificate for all dependent children under the age of 18

] If not a US Citizen born in the United States:
e Proof of U.S. Citizenship/Permanent Residency/Asylee status

[] Proof of iIncome for all household members for the past 4 weeks:

Consecutive pay stubs showing at least 25 hours worked per week; 20 hours if enrolled in school
Proof of unemployment benefits (If applicable)
Proof of Social Security Benefits (If applicable)

¢ Proof of Child Support (If applicable)

e Proof of any other benefits received (TANF, SNAP) dated within the past 60 days and listing all
household members (If applicabie)

« [f Self-Employed, submit a Year-To-Date Profit and Loss statement, the anticipated income for
the next 12 months, and a copy of your most recent tax return

« If attending higher education courses, submit the financial aid award, receipts for tuition and
books for the current semester.

[] Proof of Assets for all adult household members:
« Bank Statements for the past 2 months (checking, savings, stocks, trust fund, etc...)
» Non-Homestead Properties (If applicable)
« Disclosure of all pending lawsuits and settlements (if applicable)

[] Verification of Homelessness
+ Shelter statement or hotel receipts Revised 9/21/16



Pinellas
ount \
M Official Use Only: TimeIn: _____  Time Back:
Pinellas County Human Services Application
1. Applicant Information

1

b
!

}

First Name: Middle Name: last Name:
{ Social Security Number: DateofBirthe___
1 Home Phone Number; Cell Phone; Work Phone; Ext:
Your email address: . , N S
Physical Address: Apt/Lot Number:
City: State: ZipCode:__________ County:
Mailing Address: Apt /Lot Number:
City: State; Zip Code: County:
| Emergency Contact Name: Relationship to you:
Physical Address: Apt/Lot Number:
City:__ State: Zip Code; County:;
{1 Phone Number Cell Phone: Work Phone: Ext;
| Emergency Contact email address:

I1. Reason for Visit

What brought you in today? [_] Health Care [ ] Veterans Services [_| Disability Services [| Housing
[} Other! Notes:

111, Demographic Information

(1) Gender: [ JMale [ JFemale
(2) Marital Status:  {|Single [ |Married [ JSeparated [“IDivorced [JWidowed
(3) Race (check all that apply):[_|White/Caucasian {_iBlack/African American [ American Indian/Alaska Native
{_lAsian [ INative Hawaiian [ JOther Pacific Isiander [ ] Moro than one Race |
(4) Are you Hispanic/Latino/ Latina: [ ] Yes [ ]No
(5) Citizenship Status: [_] Born in the U.S. or U.S. territory [ JNaturalized Citizen [ ]Born outside U.S. to U.5. Citizen
i_INon-sponsored Legal Permanent Resident {_] Sponsored Legal Permanent Resident [ JRafugee/Asylee ‘
{1 Undocumented [ 0ther ‘
(6) I's English Your Primary Language? [ [Yes [ JNo  fno, preferred language:_
(7) Veteran: [ JYes [INo  Spouseofa Veteram: [ Yes [ |No Child of a Veteran: [_JYes [ INo
(8) Disabled: [ JYes [ JNo
(9) Heusing: {_] Couch Homeless [ ] Emergency Shelter /Safe House [ ] Group Home ["] Homeless [ ] Institution
[_JLiving with family/ friends [_JMotel [ 1 Shelter [ JOwned by Client [ j Public Housing [ JRental by Client
[)Transitional [ JOther, _
{10) Highest Level of Education: {_] Less than High School ] GED [_] H.S. Diploma [ JTechnical School

] Some college [ } Associates [ ] Bachelors[] Masters [ ] Doctorate [ JOther,
1V. Family / Household Information

Family / Houschold Members’ Names Relationship to You DOB Do they tve wki
|
|
! f
V. Assistance Do you currently receive any type of assistance? | jYes [ JNo
if so, please identify the type of assistance you receive:
I_{Food Assistance (SNAP}S _____ [_Medicare I_]Woemen, Infants, and Children (WIC)
[ IMedicaid [ JMedically Needy Share of Cost (MNSOC) $ [JSection8Housing $______ |
[_iTemporary Cash Assistance {TCA/ TANF) $ e T ]Ofther: _ !
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Applicant Name:

V1. Household Income (Including Sponse)

Date:

Are you currently employed? [] Yes [ ] No
If Yes: Name of Employer:
If Yes: [_} Full Time [ ] Part Time

Are you self-employed [_] Yes [ ] No

Ifyes to either, how much do you make:$

Paid: [7] Daily [ ] Weekly [} Bi-weekly [_] Monthly

Is anyone else in your household employed?
[JYes [JNo

If ves, who:
If Yes: Name of Employer:
1fYes: {] Full Time [] Part Timo

Are they self-employed? [ Yes [ | No

Ifyes to either, how much do theymake:$ _
Paid: [] Daily [] Weekiy [] Bi-weekly [ ] Monthly

Do you have more than one job? L) Yes L] No
If Yes: Name of Other Employer:
IfYes: [_] Full Time [_] Part Time

Ifyes to either, how much doyoumake:$
Paid: [T] Daily [] Weekly ['] Bi-weekly [_] Monthly

Does anyone else in your household have more than one
job?{ ] Yes[]No

If yes, who:
If Yes: Name of Employer:
IfYes: [] Full Time [] Part Time

Are they self-employed? [ Yes [[] No

If yes to either, how much do they make:$

Paid: [ ] Daily [_] Weekly ] Bi-weekly [_] Monthly

Bi-weekly Amount:
[[] Unemplayment Compensation Start Date: Projected End Date:
[[]1Do you have an active application for Social Security benefits? [ Yes [ ] No
Ifno, have you applied for any Social Security Benefits [ _[Yes [ ] No

] Social Security Retirement
I"1Social Security Disability
{1 Supplemental Social Security Income Monthly Amaount: [ ]
[[] Social Security Survivors (Widow) Benefits Start Date: Projected End Date:

Monthly Amount:
[ child Support/Alimony Start Date: Projected EndDate: __

Monthly Amount: | |

[] Pension or Retirement Income Start Date: Projected End Date:

[ Are you & student? [ Jves [ | No Monthly Amount: | |

[ Do you reseive financial aid or assistance? | _JYes [ JNo  Start Date: Projected End Date:
Monthly Amount: [ |

[Oworkers’ Compensation Start Date: Projected End Date;,
Monthly Amount:

[ Veteran Disability Benefits

o _Projected End Date:

Start Date:

Other sources of income such as:

] Contributions/Gifts/Credit Card Advances
[] Estate & TrustIncome

] Home Equity Line

[] interest

[] Rentat Income

[]otherIncome, type,___

Monthly Amount; L J
Start Date: Projected End Date:__:




Applicant Name: DOB: ) Date:
VIL Lawsuit Infermation

[_] Do you have 2 pending lawsuit?{ | Yes || No
[ ] Have you received a lawsuit settlement within the past year? [ ] Yes [ ]No

If yes, how much did you receive? $ Date Received:
VIIL. Assets
1. Do you own a home? || Yes LINo Monthly mortgage payment:$

Are you behind on your mortgage? I:I Yes{ | No If ves, how many months are you behind? _____ ___
2. Do you have any other properties? { |Yes[ INo  Ifyes, whereis it located?
3. Do you own a car(s)? lﬁ!"{es [CJNo If yes, how many Current Market Value §
4. Do you have life insurance with cash value? [ ] Yes{ | No Ifyes, current value:
5. Do you have an accoumt? ] Checking [} Savings [ ] Money Market Acct (] €D [_] None [] IRA/401K

If you have an account, please provide the following information

i Type of Account Current Balance/Bstimated Bank Name

Value

RS INY

e

1
il

X, Monthly Expenses (Pleasc fill out your monthlv expenses for cach of the following categorias):

Category Monthly Cost _ Are you behind? {
Heusing UYes jNo
Phone l IYes | No
Cable/Internet [Tves | iNo
Electric . ' L] Yes |No
Wateyx L] Yes | | No
_Natural Gas D Yes g
Garbage/Sewer ] ' . Yes | | No
Food : [ IYes L]'No
Gasoline ] [__ Yes || No
Car Payment ' ' [ Ives { |No
Insurance ijes [_ No
Prescriptions Yes | |No
Child Care Yes | §No
Other, Specify:____,______z Yes No
—X.Applicant Declaration

By my signature, I certify that the information ! have provided on this application is true and correct. I
understand that there is a presumption that any false information provided in this application was done so
lmowingly and with the intent to impmperly nbtaiu beneﬁts from Pinellas Gounty !.den:stamLﬂw;

ai.thtmyeats..} will also be subject to apprupr!ate civil penalﬂes and can be referred to th.e appmprlate
law enforcement agency for possible criminal investigation and prosecution. The Pinellas County
Department of Human Services collects your social security number tn order o process billing and
payments on your behalf as a client of the Department. Your social security number is alsp used as a
anfque numeric identifier and may be used for search purposes. This notice is provided porsvant to
Section 119.071(5) Florida Statutes (Z007).

Applicant Name (Print) Signature, Date [/ [/




NOTICE OF PRIVACY PRACTICES
OF PINELLAS COUNTY DEPARTMENT OF HUMAN SERVICES

Pinsllaz Couniy Health Services ____  Mobile Medical Unit ____

THIS NOTICE DESCRIRES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS
TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Your health information Is persensl, and we are committed to protecting i Your health information le siso very important to our ability to provide you
with quality care, and to comply with cariain laws. This Nolice applies to ail records about your care that occurs at our facility. (Your physician may have
different policies and a different nolice regarding your health information).

. We Are Legally Required to Safeguard Your Protected Health Information,
We are required by law to:

A. maintain the privacy of your health information. also known as "protacted heaith informetion® or *PHI"
B. provide you with this Notice, and
C. comply with this Nofica.

B. Future Changes to Our Practices and This Notice.

Wa reserve the right to changa our prvacy practices and to make any such change applicable to tha PHI wa obiained about you before the changs. (fa
changz in our practices is material, wa will reviag this Nodcs to reflect the changa, You may obtain a copy of any revised Notica by contacting the
HIPAA P:tvacy Officer st 647 19 Ave. N., St Petershurg, FL 33701. Wa will also make any revised Notine avallabla in our raception ares and on cur
websitr at hitp/iwww.pinelisscounty.omHumandervices/

Hl. ™ow Woe May Use and Disclose Your Frotected Health Inforrnation.

The law requires us i have your consent io some uses and disclosures, 1n ofher circumstances, the law aliows us to use or discione PHI without
your authorization. This Section (/1) gives examples of each of these pircumstances.

A. Uses and Disclosures thai eayirg Yenr Authortzation. We may use or dlaciose vour PHI to provide treatmant to you or In order for
othars to provide trastmaent o you, For example. we may dizclsa your PHI to physicians, nurses, and other health care personnal who are
involved in your care,

We may aiso use and disclose your PHI by contact ynu o remind you akout appointmants for treatment st cur facillty, o tell you about or
recommend postibla reatment oplions or sitemetives, or about health-ralated baenefits or rarvices that may interest you. With your consant, we
may &iso use or disclose your PHI to your insurencs camier in order o gat pald for trastmant provided to vou. For example, we may use your
PHI 1o create the bills that we submit to the insurance company, or wa inay disclose certain porfions of your PHI to aur business assoclates
who perfomn biling and <laims nroceseing or other services for us.

With our consent, wa may afso use or discose your PHI for our opsrations related to health care. For exemple, we may use your PHI b
evalusts the quality of care you received fram us, or to evaiuate the performanco of those Involved with your care. We may glso orovido your
P! to our attorneys, acoountants and other consultants to make swre we are compiying with the [aws that afiecl us,

The law makes some exceptions to the consent requirement for treatment, oayment and health care operations, uses, and disrddosures. For
enample, vour consant is not reauired I you need emergency reatment. as long as we try 10 get vour consent kater. We may alse use your PHI
fo treal you If we try to get consent but you are urabls tc commumicate with us (for axample, if you are unconacious or in sevare pain) and we
think you would consent if yau wers abla o do so,

0

Jsas eclosures That Reqube Ug ip Glve You the Opportunit ect If you dn not object, we may provida relevant portions of your PHI
1o a family membar, friend or other parson you Indicate I3 jnvolved in your haalth cars or in helping you get insurance coveragn or
otharwiss provida for payment for your health csra. Wa may vse or disoloss your PH! {o notify your family or parsonal represantative of yaur
location or condition. In an emergency or when you are not cenabla of agresing or ohjecting o these disclosures. we will disclose PHI as we
determing is in your best interest, but will 1el} you abaut it later, after the smergency, and give you the opportunity to objsct to future disclosures
o family and friends If possible. Unleza you object, we may also disciose your PHI to persons performing disaster relief aclivithes.

our Suthorizalion. The lsw allows us to discdlose PHI without your authorization in the following

(1) When Required by Law, We disciose PHI when we ara required to do so by federal, state or local law.

(2) For Public Health Activities, For example, we diaciose PH1 when we report advarsa reactions 1o a drug or medics! davice. or to notify a
person who may have besn exposed fo a disease In compliance with applicable law. We may also use and disclose your PHI as
necessary to comply with federal and state laws that govern workplace safaty.

(3) For Reports about Victims of Abuse, Neplect or Domastic Viclence, We wiil disclose your PHI in these reports only if wa ars required or
zuthortzed by faw to do so, or if you otherwise sgrea.

4) To Ha;:m Oversight Agencles. We will provide PHI as requested to government agencies who have authority to audit or Investigate our
oparations,

(5) For Lawsuits and Disputes. I you are involved In & lawsult or dispute, we may disclose your PH! in responsa to a subposna or othar lawfl
request, or upon court or administrative order,

(6) To Law Enforcement. We may release PHI as permitted by law if aaked fo do =0 by a faw enforcement official, in the following
droumstances: (a) in response to a court order Insued by a court In the county where the records are located, grand-ury subpoena, oourt-
ordered wamant, administrative request or simBar process: (b) to Identify or locate & suspect, fugitive, meterial witness or missing person;
(e) about the victim of a crime K, under ceriain timited circumatances, we are unable to obtaln the person’s agresment; {d) about a death
we believe may be dus to criminal conduct; (&) about criminal conduat at our facillly: and (f} In emengency drcumstances, to report a crime,
its location or victims, or the Identity, description or focation of the pereon who commitied the orime.

{7) To Coroners, Medical Examiners #nd Funeral Direciors, We moy disclose PHI to facilitate the duties of these individuals,
{8) To Orgen Procurement Organizations. Wa may discioas PH! {0 facilltate organ donafion and transplantation,
Revised 031/06/2015
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(9) For Medical Research, We may disclose your PHI without your consent to medical researchers who raquest it for approved medicat
research projects: however, with very limited exceptions such disclosures must be cleared through a special approval process before any
PHI is disclosed to the researchers, who will be required to safaguard the FHI they recelve.

(10) To Avert a Serlous Theeat 1o Health or Safety. We may disclose your PHI to someons who can help prevent a sarlous threzt to your
health and safety or the health and safety of ancther person or the publio.

(11) For Speclafized Govemment Functions. For examplo, we may disciose your PHI to authorized federal officlals for intelligence and netional
sacurity activities that are autharized by law, or &6 that they may provide protective services to the Preaident or forelgn heads of state or
conduct speclel Investigations authorized by law,

{12) To Workers' Compensation or Simllar Programs. We may provide your PHI to these programe In order for you to obtain benefits for work-
related Injuries of ilineas.

Other Uses and Dieclosures of Your Protocted Health Information.

Other uses and disclosures of your PHI that are not coversd by this Notice or the laws that apply to us will be mads only with your wrilten
authorization. If you give us written authorization for a use or disclosurs of your PHI, you may revoke that authorization, in writing, at any me.
you revoke your authorization we will no longer use or disclosure your PHI for tha purposes specified in the writien authortzation, except that we are
unable to take back any disclosures we have already made with your penmission. In addition, we can use or discloss your PHI affer you have
revoked your authorlzation for actions we have already taken in rellance on your authorization. We are also required 1o retain certain records of the
uses and disclosures mads when the authorization was in effect.

Your Rights Related to Your Protected Health Information.
You have the following righta: -

A. : g ; You have the right to agk us to limit how we usa and disclose your PHI, as
Iong ns you are not asklng us o Ilmlt uses and dlsolosuras that we are raquirad or autherlzed to make to the Secretary of the Dapartmant of
Health and Human Servicas, relatad to our fachify’s patient diractory, or the digclosures described in Saction lll, above. Any such request must
be submitted in writing to our Privacy Officer. We are not reguired to agree o your requast. if we do agree, we will put it In writing and wili

abide by the agreemant excapt when you require emergency treatment.

; o 5. You have the right to ask that we send informaticn to you at a specific addrees (for
o:ample. al walk ra'!har man at homa) or In a speciﬁu manner {for example, by e-mall rather than by regular mall, or never by telaphone). We
must agree to your request as long as it would not bs disruptive to our operations to do so. You must meke any such reguest In writing,
addreased to our Privacy Officer.

C. The Right jo Seo and Copy Your PHI. Excapt for limited circumstances, you may look at and copy your PHI that may be used to make
decisions about your cara If you ask in writing to do so. Any such request must ba addressad to our Privacy Officer who will respond 1o your
request within 30 days (or 60 days If the extra ime Is needed). In ceriain situations wa may deny your request, but if we do, wa will tell you In
wiiting ¢f the reasons for the denial and explain your rights with regard to having ihe denlal reviewed. If you ask us to copy your PHI, we wil
ch;r‘go you §.25 dvf:r each page. Alernatively, we may provide you with a summary or explanation of your PHI, as long as you agres to that and
to the cost, In advance.

D. The Rightto Cormect or Update Your PHI. If you beliave that the PHI we have about you: Is Incomplete or Incormect, you may ask us 1o amend H.
Any such request must be made in writing and must be addressed fo our Privacy Officer and must tell us why you think the amendment |s
appropriate. We will act on your request within 60 days (or 90 days if the extra time i3 neaded), and will Inform you In writing as to whether the
amendment will be made or denied. If we agree to make the amendment, we will ask you whom elge you would Ike ue to notify of the
amendment.

Wa may deny your request ¥ you ask us to amend Information that:

{1) was not created by us, unless the parson who created the information is no longer available to make the amendment;

{2) is not part of the PHI wa kesp about you;

(3) 1s not part of the PHI that yeu would be allowsd to a6 or copy; or

(4) s detarmnined by us to ba accurata and complete.

If we deny the reguested amendmsnt, we will tell you In writing how 1o submit a statement of disagreement or compialnt, or to requast inclusion
af your original amendment request in your PHL

2 K ade. You have the right to get a list of Instances In which we have disclosad your PHI.
Tha Irst will not Inelude disclosums we have mada ror treatment, payment and health care operations purposes, thoss made directly to you or
your family or friends or through our facility directory, or for disaeter reflef purpoese. Nalther will the Iist Include disclosures we have mada for
national sacurity purposes or to law enforcement personnel, or disclosures made befora April 14, 2003,

Your request for a list of disclosures must be made In wiiting and be addressed to our Privacy Officer. The list we provide will include
disclosures made within the last six years (excapt not for those made prior to April 14, 2003) unless you specify a shortar period. The first list
you request within a 12-month perfod will be fres. You will be charged our costs for providing amy additional lists within the 12-month pariod.

ght to ] zopy of This Notice. Even I you have agreed tc racelve the Notice by e-mall, you have the right to request a paper
oopyaswell You mayobtalnapapereopyofﬂ\[stsbyoonmﬂnngHIPAAanacyOfﬂcermﬂH"Ave.N St. Petarsburg, FL 33701.

Tha Notice [s 2!so available in our reception area and on our webslte hitpdwww.pineflascounty.org/HumanServices/
Complaints

If you belleve your privacy rights hava bean violated, you may flle a complalnt with our Privacy Officer or with the Secretary of the Federal
Department of Health and Human Services. Te file a complaint with us, put your complaint in writing and address It to our Privecy Officer at
440 Court Street,2™ Flcor, Cloarwater, FL 33756. We will not retallate agalnst you for ﬂl[ng a complaint You may also contact our
Privacy Officar ¥ you have questions or comments ebout our privacy practices at
!|Mrg]by acknowledge that | recelved from Pinellas County Human Services a copy of its Notlns of Privacy Praclices. Effective Date: January
2016
Signature:
Print Name* Data




HUMAN SERVICES

RIGHTS AND RESPONSIBILITIES

CLIENT RIGHTS:

1 - To request assistance promptly and have a determination of eligibility made without discrimination because
of race, color, age, gender, handicap, religion, national origin or political belief.

2 - 7o be referred to other agencies that may be able to provide additiona) assistance as needed.
3 — To obtain complete information concerning eligibility requirements for Department programs.

4 — To request a reconsideration for a dental, suspension or termination cf sanvices within 3C days from the
daie of danial If you think that the determination was not correct and you have documentation to
sihstantiate your claim,

CLIENT RESPONSIBILITIES:

1 — Te provide the Depariment with complete and accurate information necessary fo determine initlal and
ongaing eligibility. This includes net altering information, having others glive false information for my benefit,
or altering agreements or referral forma once assistance is granted.

2 — To provide verification as requested and sign a release of information authorizing the Department to obtain
Information needad to determine eligibility.

3 —~ To promptiy notify the Department of any changes in my income, assets, lawsuits, living amrangement,
marital status, child custody, medical condition or any other circumstances that may affect eligibflity.

4 ~ To comply with all recommendations and referrals for sarvices that will help me achieve self-sufficiency.

5 — To repay the Department for any benefits recelved for which | am nat eligible.

§ —To repay the Departraent after a favorable lawsuit, settlement or disabflity outcome for any assistance
received from the Department while pending 2 fawsult or disability claim from Sodial Security
Administration.

7 — To schedule appointmenis for further services and reschedule my appoiniment i | arrive more than ten
{10) minuies late.

% -- To voluntarily disclose my Soclal Security Number to Pinellas County and authorize the use of that number

as data to be programmed into the County computer system for purposes of identification, pursuant to
Section 102-28, Pinelas County Code.

8~ To not engage in disruptive/abusive behavior toward staff or any behavior that gensrates risk to others or
constitutes illegal activity.

Revised 01/06/2015



INFORMED CONSENT AND WAIVER:
It approved for services, | agree to be bound by the following conditions:

1 - l understand that failure to comply with the client responsibilities outlinad in this agreement may result in
the suspansion or termination of my benefits and sublect me to a criminal investigation and possible
prosecution. if my program benefits are suspended or terminated, reenroliment Is not guaranteed and is
subject to any limitations that may be in place when reinstated.

2 ~ If | am found potentially eligible for a housing program or disabliity advacacy assistance, | will be sent fora
consultative exam (CE) by an independent physician as well as a drug/alcohol screening test. |
understand that my request for assistance will be terminated if | fall to keep my appointment for a
consultative exam, if tested positive for drug/aicoho! abuse or if the independent physician determines that
! am not totally disabled per Soclal Security Administration criteria.

I understand that if § drop my $351 claim and continue my SSDI claim and am approved for benefits. | will be
responsible for repaying the amount of financial assistance provided to me.

This document remains in effect for the duration of my assistance from Finellas County Human Services.

By signing below, | hereby certify that | have had the information in this document explained to me and
that { understand and will fulfill my obligation in this regard.

{Client Signature) (Social Security Number)

(Stoff Signature) Data)

Revised 01-06-2015

Revised 01/06/2015 —_—



/ ' - Settlement Withholding Form
D1 2189 Cleveland St. Ste 230. Clesrwater, FL 33765 Phone: {727) 464-8400
[ 647 First Ave N, St. Petersburg, FL 33701 Phone: {727) 582-7781

HUMAN SERVICES

Date

Gentlemen/l.adies:

This is i authorize you to withhold from any settiernent or award | may obtain in my clalm against

for damages or from pending settlement pursuant a(n)
which occued on
at ) . @ sum sufficient to relmburse the Pinellas County Depariment of
Human Services for any monies or other assistance that said County Department of Human Services will have advancad
to me during the period of my disablitty or injury.

** 1 undarstand that this repayment agreement remains in effect even if | change attomeys.
Attomey/insurance Company: Please advise agency If you cease to represent this person.

For pay-off information, contact Accounts Recaivabla Accounting Clerk at 464-8400.

Your signature s required prior to recelving benefits.

Client Stgrature

Print Client Name

Social gecurlty Numbser

ES8- Settlement Withholding Form

Serves to advise that a client has entered into a subrogation agraement with the department by
which the client agrees to repay the department for the cost of services provided pending
setilement or award of claims for damages. This notice Is routed to the attomey who
fapresents the client in his civil sult or the insurer who may be responsible for paying third party
benefits,



Pinellas;

Release of Social & Financial Information

Attention: Date:

We are requesting financial information concerning the applicant (named below) who is requesting assistance from the
Department.

Name: Social Security #:

Street Address: Date of Birth:

City, State & Zip Code:

Below is a release for social and financial information signed by the client.

AUTHORIZATION TO RELEASE SOCIAL & FINANCIAL INFORMATION:

I hereby grant permission and authorize any bank, building association, insurance company, real estate company, employer,
United States Postal Service, Social Security Administration, Veteran’s Administration, Internal Revenue Service, or any
financial or social institution of any kind or character to disclose to any accredited agent of the Pinellas County Department of
Human Services or partners full information as to my past, present, or future records; insurance policies; property; and financial
accounts,

Print Name Signature Date
Information Requested:

{1 Checking balance as of $ O Other:

[ Savings balance as of $

O Gross monthly earnings $

[ IRS Information from Internal Revenue Service: Literal transcript for the year(s)

[J Current credit report
We will maintain all records presently provided by law to be confidential in a manner complying with such law, and will use the
information solely for consideration in providing assistance to the applicant.

Please send the requested information to the attention of at the address checked
below.

0 2189 Cleveland Street, Suite 266, Clearwater FL 33765 Phone: (727) 464-8400 Fax:(727) 464-8428
O 647 1™ Avenue North, St. Petersburg, FL. 33701 Phone: (727) 582-7781 Fax:(727) 582-7912

ES4 Release of Social/Financial Information (01-06-2015)



O 2189 Cleveland St, Ste 230, Clearwater, FL 33765  Fax: (727) 464-8428
U] 647 First Ave N, St. Petersburg, FL 33701 Fax: (727) 582-7912

Criminal, Credit, and Eviction Background
p InendS % Check Release Form
HUMAN SERVICES

Each Family Housing Assistance Program Participant must sign a release form, giving
approval for Pinellas County Department of Haman Services to receive a copy of their
criminal, credit, and eviction background screening.

I hereby give my permission to Pinellas County Department of Human Services to
obtain information relating to my criminal, credit, and eviction history record. The
criminal, credit, and eviction history record, as received from the reporting
agencies, may include arrest and conviction data as well as plea bargains and
deferred adjudications and delinquent conduct committed as 2 juvenile. I
understand that this information will be used, in part, to assist me in becoming self-
sufficient. I understand that I will have an opportunity to review my criminal,
credit, and eviction history as received by Pinellas County Department of Human
Services. I also understand that the criminal history could contain information

presumed to be expunged.

Applicant’s Signature Dafe

Applicant’s Printed Name (first, middle & last name) List maiden name or any other names used

21-04.A (4/15/2015)



Pinellas

(ounty
Pasr SUPPORT STATEMENT
To be completed by the individual providing support to the applicant.
Applicant's Name:
Applicant's Soclal Security Number:
Applicant's Address: . PR e

| , hereby certify that | provide the following support ta the

above named applicant:

=X Place 1o stay 2 Utilities [} Rental assistanca 0O Transportation O Car insurance
. Car payment Q2 Gas 0 Cigareites 2 Tolletries 0 Laundry
-1 Household items I Food [ Placa to shower 0 Cell phona [ Storage unit

< Dhar isleass saplan)

lassistby: 1 Giving cash to the client, approximately § /month
8 Paying bills directly
B Taking client shopping and/or purchasing needed ftems

I estimate the tota! cost of the monthly assistance | provided et § fmonth.
This assistance is: [ Ongoing from to
0 One time only
[} Occurred in the past from to
lam (indicate refationship to clisnt)

| understand that | will be asked to verify this information regutarly while the client receives services from Pinellas County
Department of Human Services and that | may be ssked to provide proof of payments/assistance listed above. By signing
below, | certify that this information is truthful.

Signature ‘ Date

Address Phone

E513- Statement of Support (Rev 1-6-2015)



Tampa Bay Information Network (TBIN)
CLIENT INFORMED CONSENT
Please ask for a copy or read the Privacy notice posted at this Agency for more information about what

is entered about you and your family in the Tampa Bay Information Network (TBIN).
PLEASE READ AND REVIEW THIS FORM CAREFULLY.

Print Client Name Client Age

Head of Household? [JYes [JNo

This agency is required by local, state, and federal requirements and/or by other organizations that give
money to operate these programs to collect your personal information directly from you. The information
this agency collects about you will be reported in a format that will not identify you by name and is only
used to improve services to you, better understand your needs, and prove why they need to continue

funding to run their programs.

This agency collects your (protected personal and/or health) information, and enters it into a data system

called the Tampa Bay Information Network (TBIN).

Protected Personal Information (PPI):

* Name, social security number, date of birth, gender
and race

¢ information about your past, present, and future
services provided

¢ information about treatment provided to you

This agency will use TBIN to:

enter your client information into TBIN
make sure your service needs are met
aid you in obtaining your goals

count the number of clients served in this
agency

TBIN is a client data system where the information you give today will be stored and shared
electronically with TBIN Member Agency providers. The data in the TBIN system is used for reporting,
statistical, educational, and research purposes only. Your information is protected by strict local, state,
and federal laws that all TBIN Member Agency providers must follow. This Agency’s staff has been
trained by the TBIN staff on the rules, ethics, and laws around protection, privacy, and confidentiality of
your information and all users have had formal background checks to comply with state law.

At a minimum, the following information will be collected about you and your family and entered into
this organization’s data system and/or the Tampa Bay Information Network (TBIN).

Client Information | Universal Data Elements (UDE) Info Needs & Service Info Other Information
e  First Name e  Gender * Needs ¢ (Case Notes
e Last Name * Race Identified *  Program Specific
s Social ¢ FEthnicity ®  Service Data Elements
Security e  Veteran Status Provided o  Files (ID, Marriage
Number * Disabling Condition Certificate, etc.)
» Date of *  Residence Prior to Entry s Incidents
Birth e Zip Code of Last Permanent e Community Voice
Address Mail (CVM)
»  Housing Status Telephone Number
» Emergency Contact »  Street Outreach
Information Engagements

®  Program or Service Start Date
Program or Service End Date

¢  Domain Goals

Created: 04-2005
Updated: 04-2014




Tampa Bay Information Network (TBIN)
CLIENT INFORMED CONSENT

By signing below, I agree that I have read this form and to release my information as stated in this
document. I understand that this consent will end three years from the date below. When this notice
expires, I will be given the latest copy for your review and signature.

I understand the collection and use of all my personal information is protected by strict standards of
confidentiality as outlined in writing in the TBIN Policies and Procedures and that this agency cannot
provide me specific legal advice regarding my rights on any of this information. I also understand that
my personal information will only be disclosed in accordance with applicable Florida laws.

Signature of Client Printed Name Date

Legal Representative Signature Relationship to Client Date
(if under 18 years of age)

Signature of person doing intake Signature of Agency Witness Date

Please list any and all minor children’s name and ages below in this section
Name Age

The scction below should be given to the clicnt for their records unless refused by the client|

Date Signed Agency Name

TBIN ID Number Client’s Full Name

ASK THIS AGENCY ABOUT A TBIN PHOTO ID CARD!

You have rights regarding your shared data. You If you suspect there has been a violation in privacy
have the right to ask this agency: and security of your user information in TBIN,
please file a grievance by contact the TBIN staff by:
s  know how your information is being entered,

viewed, and/or shared by their users » email: thin@211tampabay.org
e  request restrictions on who sees your e mailed letter: TBIN Grievance, ¢/o 2-1-1
information Tampa Bay Cares, Inc., 14155 58" St. N.,
s inspect your TBIN information or request a Suite 211, Clearwater, FL 33760

copy of your information in TBIN at any time
by sending, in writing, a request to this agency | Since it is your right to do so, you will not get into
submitting trouble for filing a grievance. Filing a grievance starts a
process of research and investigation into what actually
happed based cn the information you provide in your
report. Your request must be submitted in writing.

Created: 04-2005
Updated: 04-2014




