Client Creation Data
Entry Date __________________ Project Name______________________________    
First Name_________________ Middle Name________________ Last Name______________________
Suffix________ Name Data Quality: (Full / Partial / Client doesn’t know / Client prefers not to answer)
SSN: ______________________	SSN Data Quality: (Full / Partial / Client doesn’t know / Client prefers not to answer)
Date of Birth: _______________	DOB Data Quality: (Full / Partial / Client doesn’t know / Client prefers not to answer)
Relationship to Head of Household 
(select one)
	
	Self (head of household)
	
	Head of household’s spouse or partner 

	
	Other: (non-relation household member)
	
	Head of household’s child 

	
	Data not collected
	
	Head of household’s other relation 


Race and Ethnicity
(select all that apply)
	
	American Indian, Alaska Native, or Indigenous   
	
	Native Hawaiian or Pacific Islander

	
	Asian or Asian American
	
	White

	
	Black or African American 
	
	Client doesn’t know

	
	Hispanic/Latina/o
	
	Client prefers not to answer

	
	Middle Eastern or North African
	
	Data not collected



Additional Race and Ethnicity Detail: _______ ______________________________________________
(Optional)
Sex
(select one)
	
	Female
	
	Client doesn’t know

	
	Male
	
	Client prefers not to answer

	
	
	
	Data not collected



U.S. Military Veteran?: Yes    /   No   /   Client doesn’t know   /    Client prefers not to answer

Housing Move-in Date: _____/_____/______

Prior Living Situation
(select one)
	
	Emergency shelter, including hotel or motel paid for with emergency shelter voucher 
	
	
	Residential project or halfway house with no homeless criteria

	
	
	
	
	

	
	Foster care home or foster care group home 
	
	
	Staying or living in a family member’s room, apartment, or house  

	
	
	
	
	

	
	Hospital or other residential non-psychiatric medical facility  
	
	
	Staying or living in a friend’s room, apartment, or house

	
	
	
	
	

	
	Hotel or motel paid for without emergency shelter voucher 
	
	
	Substance abuse treatment facility or detox center

	
	
	
	
	

	
	Jail, prison, or juvenile detention facility  
	
	
	Transitional housing for homeless persons (including homeless youth)

	
	
	
	
	

	
	Long-term care facility or nursing home  
	
	
	Owned by client, no ongoing housing subsidy

	
	
	
	
	

	
	Place not meant for habitation (e.g., a vehicle, an abandoned building, bus, airport or outside)  
	
	
	Owed by client, with ongoing housing subsidy

	
	
	
	
	

	
	Psychiatric hospital or other psychiatric facility
	
	
	Client doesn’t know 

	
	
	
	
	

	
	Rental by client, no ongoing housing subsidy 
	
	
	Client prefers not to answer

	
	
	
	
	

	
	Rental by client, with other ongoing housing subsidy  
	
	
	Data not collected



If Rent/Own with housing subsidy: (select one)
	
	GPD TIP housing subsidy
	
	Other

	
	VASH housing subsidy
	
	Housing stability Voucher

	
	RRH or equitant housing subsidy
	
	Family Unification Program Voucher

	
	HCV voucher
	
	Foster Youth to Independence

	
	Public housing unit
	
	Permanent Supportive Housing


Length of stay in Previous Place 
(select one)
Berks HUD CoC & ESG Entry All Other Projects (FY 2026)
Fill out separate forms for each household member. 	Client Initials___________
· 

· One night or less 			
· Two nights to six nights 
· More than one week, but less than one month 
· One month or more, but less than 90 days
· 90 days or more, but less than one year 
· One year or longer  	
· Client doesn’t know 
· Client prefers not to answer


Housing Assessment
Client Entering from Streets, Emergency Shelter or other place not meant for habitation:	
Yes    /   No   /   Client doesn’t know   /    Client prefers not to answer    /

If Yes:  Approximate date this episode of homelessness started: _______________________________

Regardless of where they stayed last night- Number of times the client has been on the street, in shelter, or other place not meant for habitation in the past three years including today: 
· 
· One Time 
· Two Times 
· Three Times 
· Four or More Times 
· Client Doesn’t Know 
· Client prefers not to answer 
· Data Not Collected
· 

Total number of months homeless on the street, in shelter, or other place not meant for habitation in the past three years:	
· 
· One Month (this time is the first month) 
· 2
· 3 
· 4 
· 5 
· 6
· 7
· 8 
· 9
· 10
· 11 
· 12
· More than 12 Months 
· Client Doesn’t Know
· Client prefers not to answer
· Data Not Collected






Income and Sources 
Data Entry Note: If fields are already filled out and are no longer applicable to the client’s current income, place an END DATE on the category that is BEFORE the client entered your project. 
DO NOT delete the old record.
Income from any source: Yes    /   No   /   Client doesn’t know   /    Client prefers not to answer    /   
Answer YES or NO for each source. IF YES: indicate START DATE and MONTHLY INCOME AMOUNT.
	Type of Income
	Yes
(If Yes, Start Date)
	No
	Data Not Collected
	Amount

	Alimony or other spousal support
	
	 
	 
	

	Child support
	
	 
	 
	

	Earned income (i.e., employment income)
	
	 
	 
	

	General Assistance (GA)
	
	 
	 
	

	Other source Specify:
	
	 
	 
	

	Pension or retirement income from a former job
	
	 
	 
	

	Private disability insurance
	
	 
	 
	

	Retirement Income from Social Security
	
	 
	 
	

	Social Security Disability Income (SSDI)
	
	 
	 
	

	Supplemental Security Income (SSI)
	
	 
	 
	

	Temporary Assistance for Needy Families (TANF)
	
	 
	 
	

	Unemployment Insurance
	
	 
	 
	

	VA Non-Service-Connected Disability Pension
	
	 
	 
	

	VA Service-Connected Disability
	
	
	
	

	Worker’s Compensation
	
	 
	 
	

	[bookmark: _GoBack]Total monthly income from all sources:





Non-Cash Benefits 
Data Entry Note: If fields are already filled out and are no longer applicable to the client’s current non-cash benefit, place an END DATE on the category that is BEFORE the client entered your project.
DO NOT delete the old record. 
Non-cash benefits from any source:	Yes    /   No   /   Client doesn’t know   /    Client prefers not to answer  /
Answer YES or NO for each source. IF YES: indicate START DATE
	Type of Non-Cash Benefit
	Yes
(If Yes, Start Date)
	No
	Data Not Collected

	Special Supplemental Nutrition Assistance Program (SNAP/food stamps)
	
	 
	 

	Special Supplemental Nutrition Program for Women, Infants, and Children (WIC)
	
	 
	 

	TANF Child Care services 
	
	 
	 

	TANF transportation services 
	
	 
	 

	Other TANF-Funded Services 
	
	 
	 

	Other source If yes, specify:   
	
	 
	 


Health Insurance 
Data Entry Note: If fields are already filled out and are no longer applicable to the client’s current health insurance, place an END DATE on the category that is BEFORE the client entered your project. DO NOT delete the old record.
Covered by health insurance:	Yes    /   No   /   Client doesn’t know   /    Client prefers not to answer  /
Answer YES or NO for each source. IF YES: indicate START DATE
	Type of Health Insurance
	Yes
(If Yes, Start Date)
	No
	Data Not Collected

	Medicaid
	
	 
	

	Medicare
	
	 
	

	State Children’s Health Insurance Program
	
	 
	

	Veteran’s Administration (VA) Medical Services
	
	 
	

	Employer-Provided Health Insurance
	
	 
	

	Health insurance obtained through COBRA
	
	 
	

	Private Pay Health Insurance
	
	 
	

	State Health Insurance for Adults 
	
	 
	

	Indian Health Services Program
	
	
	

	Other
	
	
	




Disability Information 
Data Entry Note: If fields are already filled out and are no longer applicable to the client’s current disability information, place an END DATE on the category that is BEFORE the client entered your project. DO NOT delete the old record.
Disabling Condition (all clients): Yes    /   No   /   Client doesn’t know   /    Client prefers not to answer    /   
Answer YES or NO for each Disability Type. 
If Yes, is the disability expected to be of long-continued and indefinite duration and substantially impairs ability to live independently?
	Disability Type
	Yes
(Start Date)
	Long Duration?
	No
	Client doesn’t know
	Client prefers not to answer

	Alcohol Use Disorder 
	
	YES  /  NO
	 
	
	

	Both Alcohol & Drug Use Disorder
	
	YES  /  NO
	 
	
	

	Chronic Health Condition
	
	YES  /  NO
	 
	
	

	Developmental 
	
	YES  /  NO
	 
	
	

	Drug Use Disorder
	
	YES  /  NO
	
	
	

	HIV/Aids
	
	YES  /  NO
	
	
	

	Mental Health Disorder
	
	YES  /  NO
	
	
	

	Physical 
	
	YES  /  NO
	
	
	


Notes on Disability:
(optional, as needed)

Domestic Violence 

Is client a domestic violence victim/survivor?
 Yes    /   No   /   Client doesn’t know   /    Client prefers not to answer    /
IF YES when did the experience occur?
· 
· Within the past three months
· Three to six months ago
· Six months to one year ago 
· One year ago or more
· Client doesn’t know
· Client prefers not to answer
If YES for Domestic Violence Victim/Survivor, are you currently fleeing?	
· 
· Yes
· No
· Client doesn’t know
· Client prefers not to answer 
· Data not collected
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Fill out separate forms for each household member. 	Client Initials___________
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Was a level of care assessment completed?      Yes    /   No
Substance Abuse Information
Type of addiction: ____________________
Start Date: __________
End Date: __________
Method: ____________________
How much do you use?: ____________________
Frequency of use: Daily    /   Periodic   /   Several times per week   /    Weekends only    /
Additional substance abuse information (optional):




