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Dear Homeowner:

Thank you for your interest in our Access to Home Program and/or Manufactured Housing Replacement Program for
Broome and Chenango Counties. To help us to determine if you would qualify for one of these programs, please
complete the attached forms and submit along with copies of all documentation below that pertains to the program(s)
for which you are applying.

I. pre-application. conflict of interest form, budget worksheet and CAP intake form to be filled out and returned to
us:
2. Disability Referral Form completed by your doctor (if applying for the Access to Home Program)
3. Copy of title or bill of sale for the current mobile home (if applying for the Manufactured Housing Replacement
Program) (must be in property owner's name)
4, copy of full recorded property deed including Schedule A (land contracts and life estates are not ehgible):
5. copy of this year’s town/city, school and village (if applicable) tax statements and proof taxes have been paid
current;
6. proof of household income for all members 18 years or older: acceptable documents are:
a. copy of statement for social security, SSI or retirement/pension benefit(s);
b. copy of disability statement, survivors benefit, unemployment benefit, workers” compensation benefit, child
support, statement of food stamps etc.
c¢. if employed, copy of last eight consecutive weeks paystubs (if paid weekly) or last four consecutive
paystubs (if paid bi-weekly) OR letter from employer stating hours worked/week and pay/hour:
d. if self-employed. copy of last 3 year’s Federal Income Tax Returns (1040 Form & attachments)
e. if any person in the household over 18 years of age has no income, please have him/her state that in writing;
7. copy of most recent bank statement(s) for all accounts (including IRA, retirement):
8. copy of all asset information including, but not limited to: stocks, bonds, full market value of other properties
owned, other securities (if applicable) (1otal of assets cannot exceed $50.000)
9. copy of current homeowner’s insurance policy:
10. copy of mortgage statement showing mortgage is paid current (if applicable):
11. copy of tax statement for all other real property owned in Chenango County (if applicable).
12. copy of valid photo 1D(s) for applicant and co-applicant:
13. copies of social security cards and birth certificates for all members of the household

#**Funding is limited! Incomplete applications will not be processed and applicants are served on a first come
first served basis by completed application.***

e PLEASE NOTE: A diminishing lien will be filed for a term of 3 years for the Access to Home Program
and 10 years for the Manufactured Housing Replacement Program for the amount invested.

Sincerely,

Michelle L. Cole
Housing Programs Manager

| 44 W MAIN ST, NORWICH NY 13815 | P:607.334.7114 | F: 607.336.6958 N hb AN
NeighborWorks:
CHARTERED MEMBER

| 5 W STATE ST, BINGHAMTON NY 13901 | P: 607.723.6493 | F: 607.723.64937



Access To Home Program (OR) Manufactured Housing Replacement Program
For Broome (And) Chenango County

Pre-Application

Thank you for your interest in our Access to Home Program and/or Manutactured Housing Replacement
Program for Broome and Chenango Counties. To help us to determine if you would qualify for one of
these programs. please complete this form and submit along with copies of the required documentation.

1. Name;

2. Home Phone: ( ) Cell Phone: ( )

3. Current Mailing Address:

STREET TOWN Z1P
4. # of Household Members:
5. Do you own and occupy a home in Broome or Chenango County? (ves) (no)
Have you been a resident at this address for a minimum of six months? (yes) (no)
My home is a: O Single Family Home 0 Multi-Family Home - # of units:

o Single-wide mobile home 0 Double-wide mobile home
6. What program(s) are you requesting assistance with?
Access to Home Program (Disability/Accessibility Modifications)

*Please describe the Disability/Accessibility Modifications needed (1f applicable):

Manufactured Housing Replacement Program

*Please briefly describe the condition of the current manufactured home (if applicable):

7. If a mobile home. do you own the property where the mobile home is located? (ves) (no)
8. Ifamobile home, what yearisit? __ Do you have the title or bill of sale? (ves) (no)
9. Do you have homeowner’s insurance coverage for your home? (ves) (no)
10. Are your land and school taxes paid current to date? (yes) (no)
11. Do you have a mortgage? (yes) (no) If yes, is it paid current to date? (yes) (no)
12. Are any members of the household 62 years or older? (yes) (no)

(OVER) -> please complete reverse side



GREATER OPPORTUNITIES FOR BROOME & CHENANGO, INC.
ACCESS TO HOME PROGRAM

Disability Referral Form

APPLICANT INFORMATION (to be completed by applicant)
NAME: Last First Ml

HOME ADDRESS: |

DATE OF BIRTH: ' HOME PHONE: GENDER:

_ O Male O Female

[ authorize any licensed physician, therapist or caseworker who has full knowledge of my condition(s) to release any or all
necessary information and records to Greater Opportunities for Broome & Chenango, Inc. for the purpose of determining my
eligibility for the Access to Home program.

Applicant’s Signature Date

REFERRER CONTACT INFORMATION (to be completed by referring agency. physici
REFERRING AGENCY/ PHYSICIAN/ THERAPIST:

an, therapist)

REFFERER NAME: | i OFFICE PHONE: FAX:
|_...._._. — I
ADDRESS: EMAIL:
I
APPLICANT'S MEDICAL INFORMATION (to be completed by referrer, physician or therapist )

Please describe the illness(es) or condition(s) that may qualify the applicant for accessibility modification under the Access (o
Home Program.

|. Please list the disabling conditions/impairments:

2. Do you consider the applicant’s disability to be? O permanently
O temporarily, until

3. Please specify any accessibility modifications that are needed:
O wheelchair ramp installation O Kitchen modifications

O bathroom modifications O bedroom modifications
O specialized flooring O railings, doorway expansions, handrails
O call systems/alarms O other:

CERTIFICATION STATEMENT

| certify that the information contained in this form is true and correct to the best of my knowledge.

NAME OF PERSON SUPPLYING THE INFORMATION TITLE

SIGNATURE DATE

Please return to; Greater Opportunities for Broome & Chenango, Inc.
Attn: Access to Home Program
44 West Main Street
Norwich. NY 13815
607-334-7114
Fax - (607) 336-6958



Greater Opportunities for Broome and Chenango, Inc.

Conflict of Interest Disclosure

According to the HOME Investment Partnership Program regulations Final Rule — 24
CER Part 92-356, all potential conflict of interests must be disclosed. Please complete
the following disclosure statement. Note that relative is defined as a relationship by
blood or marriage and limited to mother, father, sister, brother, son or daughter.

Disclosure:

1. [ am currently an employee of Greater Opportunities

2

[ am related. as defined above. to an employee of
Greater Opportunities

[ am a member of the Greater Opportunities Board of Directors

s

4, I am related, as defined above, to a member of the
Greater Opportunities Board of Directors

5. I am currently in a business relationship with Greater
Opportunities

6. [ am related, as defined above, to an individual who
has business relationships with Greater Opportunities

Yes or No
(circle one)

Yes or No
(circle one)

Yes or No
(circle one)

Yes or No

(circle one)

Yes or No
(circle one)

Yes or No
(circle one)

If you answered yes to any of the above statements please indicate the name/names of

person/persons involved and describe the nature of the relationship:

I[/We the undersigned certify that the above information is true to the best of my/our

knowledge.

Applicant Date

Co-Applicant Date



Greater Opportunities, INC.
CAP INTAKE FORM - HOUSING

Date: s
Program Information

Enroling Agency: Greater Qpporfunities, INC, Program:

Ficst Name: me Hume _ Gender: DGH:

SSN: _TANF L_wrc “Faod StgmpsfSMAP Military Sinius mcrwe Duty C ‘u"e’reron
Primary Language: = Afrron iangucges JAmerican Sign Language CArabic Ethnicity: OHispanic or Latino

oDutch aEnglish oFar Eastern Asian Language Ofrench Creole OKoredn

oKurdish oMiddle Eastern/indic oPacific Island Languages oSpanish OTurkish Race: D Asian OBlack oWhite
oVietnamese oMiddle Eastern o Multiple Ethnicities
Secondary Language: DAfrican Languages JAmerican Sign Language INative American CPacific Islander

0 Arabic o Dutch cEnglish oFar Eastern Asian Language Tfrench Creole oOther

oKorean oKurdish oMicldie Eostern/Indic 0Pacific sland Languages LiSpanish
D Turkish | me‘rmmese

—_— — £ ¥ — . r—————— e _—

Education Level: oNo High School ©Some High School Employment Status: 0 Farmer Full-time & Iraining OEmployed
nGrade 9 0Grade 10 aGrade 11 oGrade 12 goHigh School Full-time oHomemaker o Job Training/School [PT) GMigrant
Graduate 0 GED oSome College/Vocational/Associates Farrm Worker 0 Part-time & Training 0 Employed Part-time
Degree o0College Degree or Training School Certificate CRetired or Disabled oEmployed Seasonally oSeasonal Farm
oBachelor or Advanced Degree CESL cUnknown Worker 0Self-Employed oUnemployed (Not if Labor Force)
Education Completion Date: _ B riUnemployed (Short-term: Less than é mo.| JUnemployeQ
0Completed Job training ngrmm Prol‘essmnuf Certificate or [Long-term: More than é mo.) oUnknown

License Program Completion Date: o Employer/School Name:

Income: oWeekly 0 Monthly oBi-Monthly O Yearly
HIRE DATE. TITLE: e B
Contact Information Email Address: DO Consent to receive text messages
Horne Phone; - - i e e s T -
Mobile Phone; _ Work Phone:
Address: OPermanent OTemporary OMailing Address: oPermonent Oiemporary OMailing
County: School District: County: School District:
Family Structure: Head Of Household Info: (You Are | Family Type: 0Single Parent/Female
JSingle Parent/Person Parent(s)/Guardian(s) Best Descriptor: SSingle Parent/Male oTwo-Pareni
o Two-Parent/Persons |Mother oFather oParents Household oTwo-Parent Unmarried
nGrandparent(s] ORelative Other than  osingle Person oTwo Adults (No

Marital Status: Grandparent{s) OFoster Parent(s) Children) oNon-related Adults with
JMarried OSingle oDivorced oiStep Parent Children oMultigenerational Household
'Widowed 0OSeparated Ol - ~Unknown/Not Reported

other ~Other
Number in Family (* Supporfed b‘f PCG Dlsubled gUnknown CoYes ONO 0 Pregnant Motner Before Enraliment
Income): Mental Heatth Treatment: oYes ONOo (EHS Pregnant Services ONLY]
Number in Household|“Total number of  Medical Insurance: TYes TNo Expected Delivery Daie:
people in the home): _ _ Insuranc e

Carrier:




‘ Ethnicity: OHispanic or Latino
Race: OAsian oBlack oWhite oMiddle Eastern oMultiple Ethnicifies
OMNative American oOther oPocfic slognder

| Education Level: ONo High ichool oSome High School oGrade %

| 0Grade 10 oGrade || aoGrade 12 adigh School Graduate oGED

| a5ome College/Vocatonal/ Associates Degree o0College Degree or
Trgining School Certificate nBochelor or Advanced Degres oESL
oUnknown

| Education Cormnpletion Date: __

| oCompleted Job fraining Frogram. Professional Certificate or Ucense

l Disabled: olUnknown Yes oNo l
,| Mentol Heaith Treatment. OYes oNo

Medical Insyrance: OYes ONo
Insurance Camer: \

Relation ta Applicant iSon oDaughter OParent oGrandparent(s)
oRrelative Other than immediate family CFoster childis] 0Other

|
|

‘ Program Completion Dote:
'LFir:i Name; Last Name: ' Gender: DOB:
‘ 33N | oTANF oWIC cFood Stamps/SNAP | Military Status: SActive Duty OVeteron

| Ethnicity: THispanic or Lating

Race: oAsian nBlack 0White o Middle Eastern OMulfiple Ethnicines

aNative Arnerican DOtner OPacific slander

Education Level; ONo High School oSome High School 0Grade 9

| nGrade 10 oGrade |1 aGrade 12 oHigh School Groduate DGED
oSome Collegefvocahonal/Associates Degree DCollege Degree or

‘ Training School Cerfificate 0 Bachelor or Advanced Degree DESL

| aUnknown

‘ Education Completion Date:

| oCompleted Job training Program, Professional Cerfificate or License

Disabled:. 0Unknown CYes OMNo l
| Mental Health Treatment: oiYes aNo
Medical Insurance: DYes ONoO |
Insurgnce Camer:

] Relation ta Applicant: oSon ODoughter ocParent oGrandparent(s) ‘
O Relative Other than immediate family DFoster child(s) 0Other _____ ‘

| Program Completion Date: | |
\ First Name: Last Name: Gender: DOB: !
SEN: | OTANF OWIC OFood Stamps/SNAFP Military Status: D Active Duty oVeteran

-

Race: OAsian OBlack oWhite oMiddle Eastern OMulfiple Ethnicihes
ONative Americon oOther oPadific iskander

Education Level: aNo High School ciome High School oGrade 7
0Grade 10 oGrade 11 0Grade 12 oHigh School Graduate oGED
nSome Caoflege/VocationolfAssociates Degree T College Degree of
Training Schoo! Ceriificate OBachelor or Advanced Degree oESL

| aunknown

| Education Completion Date:

i
|
| Ethmcity. CHispanic or Lafino

| oCompieted Job training Program, Professional Cerfificate or License

\ Disabled: cUnknown 0 Yes ONO

- Mental Heglth Tregtment. OYes aNO \
| Medical Insurance: oYes TONo

li Insurance Tarrier 1

[ Relation to Applicant: oSon aDaughter aParent
| oGrandparent(s|oRekative Cther than immediate family OFoster l
| chila(s] cOther

|
|
| USE ADDITIONAL PAPER IF NEEDED FOR OTHER FAMILY MEMBER INFO

c y

fin ion

| certify that the information provided in this packet and the proof of income pravided for the enrolment eligibility is
accurate and truthful to the best of my knowledge. Providing false income/information could result in dismissal from the

program.

Head of Household Name (Print)

Head of Household Signature Date
Co-Applicant Name (Print)
Co-hﬂpliconf_@.ignclure - Date

Staff Name {Print}

Staff Sighature Date



Name: Date:
MONTHLY BUDGET WORKSHEET
MONTHLY INCOME LIQUID ASSETS
B Net Pay Checking Account |
Child Support/Alimony Savings Account i

Social Security/SSI/SSD

Cash Value of Life Ins.

Public Asst./AFDC

Pension, Annuity, IRA |

Food Stamps/HEAP Other
by Workman's Comp. |
Unemployment
| TOTAL INCOME TOTAL ASSETS
MONTHLY EXPENSES
HOUSING EDUCATION |
® Rent | B School Fees |
[ Mortgage | Books
Property Taxes School lunch |
Maintenance/Repairs | TRANSPORTATION
' SERVICES & UTILITIES Gasoline/Bus Fare o
Qil Car Repairs
R Propane Car Maintenance (oil, tires)
| Electricity RECREATION &
B Phone 5 Movies/Games/Sports
., Water/Sewer Newspapers/Magazines
| Garbage Collection Vacations |
‘ Cable TV Bingo/Casino/Lottery Tickets Py
INSTALLMENT LOANS PERSONAL
W Automobile/Truck Toiletries i
| Furniture/Appliance i Childcare/Child support-{———
o ‘Charge cards | Spending money
INSURANCE GIFTS & CONTRIBUTIONS
| Homeowners/Renters Charity giving
Life Gifts for family/friends 3
el o Health r Church/religious giving 4
9 Automobile | CLOTHING
' FOOD | l Clothes
Groceries | Laundromat/Dry Cleaning | B
Meals at restaurants :
Food at work | MEDICAL B
HOUSEHOLD | Physician ]
ltems not includ. In groceries | Dentist
?_ = Pet food/products | | Prescriptions o
-_ Alcohol/Tobacco | |' | - e
| TOTAL COLUMN 1 | = TOTAL COLUMN 2 | |
| TOTAL EXPENSES | | B TR
 TOTAL | TOTAL i "BALANCE |+ |
| INCOME | EXPENSES | o ]




